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with a normal fetus and placenta. Twin
pregnancies with partial hydatidiform
Introduction: Twin pregnancy with hydatidiform mole and coexistent live fetus is a rare condition
mole coexisting with a live fetus are rarely
with severe maternal and fetal complications such as preeclampsia, vaginal bleeding, persistent
reported, since fetuses identified with pargestational trophoblastic tumor, and fetal death.
tial mole are generally triploid and tend to
Case Presentation: We report a case of a twin pregnancy with histopathologically proven
die in the first trimester.1,3,4 Hydatidiform
hydatidiform mole and a coexistent live fetus in a 30-year-old Indian woman diagnosed by first
mole with live fetus is associated with the
trimester ultrasound.
risk of many maternal and fetal complicaDiscussion: Our case emphasizes the role of ultrasound in diagnosing this condition in early
tions such as vaginal bleeding, preeclamppregnancy. A succinct overview of etiological mechanisms, possible complications, and clinical
sia, thromboembolic disease, hyperemesis,
management is provided.
hyperthyroidism, fetal intrauterine demise,
Conclusion: Ultrasound is an effective diagnostic tool to diagnose hydatidiform mole with coexand a potentially lethal risk of gestational
istent live fetus. Early diagnosis of this condition is important for risk stratification and facilitates
trophoblastic neoplasia.5,6 Management of
an informed decision by the patient whether to terminate the pregnancy or to continue until full
such cases presents a dilemma to both the
term with close monitoring after delivery.
clinician as well as the patient. The possible risks that may ensue upon continuation
of pregnancy must be weighed against the
chances of fetal survival so as to facilitate
a
well-informed
decision
by the patient to opt between continuINTRODUCTION
ation
and
termination
of
pregnancy. An early diagnosis of this
Twin pregnancy with hydatidiform mole and a coexistent live fetus
condition by high resolution ultrasound is important for clinical
is a rare occurrence, with a prevalence of 1 in 20,000 to 100,000
management and helps the patient in making a decision whether
pregnancies.1,2 A molar pregnancy can be either complete or parto terminate pregnancy or continue with close feto-maternal
tial. The majority are a complete hydatidiform mole coexisting
monitoring. We report a histopathologically confirmed case of
partial hydatidiform mole with coexistent live fetus, diagnosed on
a routine first trimester ultrasound.
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CASE PRESENTATION
A 30-year-old woman (gravida 2, para 1) of Indian origin with a
nonconsanguineous conception came for a routine first trimester ultrasound examination at a gestation age of 13 weeks 3 days
by last menstrual period. The first child was a healthy 5-year-old
girl from an uneventful, normal full-term gestation. The present
conception resulted from ovulation induction with a 5-day course
of clomiphene citrate. The patient reported 2 episodes of vaginal
bleeding and 1 episode of passing white, ball-like structures in the
present pregnancy.
Transvaginal ultrasound scanning (Philips HD7; 4-8MHz)
revealed a dichorionic diamniotic twin pregnancy. One sac con-
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tained sonographically normal live fetus matching the gestational
age with unremarkable placenta. The placenta attached to the
fetus was examined carefully and found to be normal. Amniotic
fluid volume was appropriate. The other sac had an abnormally
thickened placenta showing multifocal cystic spaces with no
identifiable fetus or umbilical cord (Figures 1 and 2). Doppler
evaluation of cystic spaces in the abnormal placenta revealed
no significant vascularity. The maternal ovaries were normal.
Clinical correlation with serum β-human chorionic gonadotropin (β-hCG) revealed an alarmingly elevated level of 180,000
mIU/ml. A tentative diagnosis of twin gestation with complete
molar pregnancy and coexistent fetus was made based on sonographic findings, raised β-hCG level, and clinical history. A fetus
in partial mole tends to die early in pregnancy.3,4 An option of
amniocentesis was offered to the patient to confirm the diploid
status of the fetus, but the patient refused. The couple was counseled about the possible maternal and fetal risks of this condition,
including a potential risk for onset of malignant change termed
persistent gestational trophoblastic disease. The patient opted for
termination of the pregnancy rather than expectant management.
A stillborn male fetus of 90mm length and placenta appropriate for gestation age were delivered upon medical termination of
the pregnancy. These were grossly and histopathologically normal. Another placenta with grey-white soft tissue fragments was
delivered. On histopathological examination, it demonstrated
dilated villi with edema and focal scalloping. The villi were lined
by attenuated trophoblasts. These features were compatible with a
diagnosis of partial hydatidiform mole (Figure 3). No fetal parts,
however, were found along with partial hydatidiform molar placenta. Following termination, close β-hCG surveillance of the
mother was done daily, which revealed rapid regression to 7,700
mIU/ml on the third postpartum day. Weekly serum β-hCG surveillance was continued therafter, which showed decreasing levels
with insignificant value (0.87mIU/ml) reached in 8 weeks.

Figure 1. Ultrasound Scan of Dichorionic Twin Pregnancy

Transvaginal ultrasound (Philips HD7; 4-8MHz) shows abnormal placenta
in 1 sac (thin arrow, left) and twin sac with a live fetus and normal placenta (bold arrows, right) posterior to it.

Figure 2. Ultrasound Scan, Enlarged View

Transvaginal ultrasound scan (Philips HD7; 4-8MHz) with enlarged view
of one sac showing abnormal placenta with multifocal sonolucencies
(thin arrows) and amniotic fluid (marked by 4-point star). Twin sac revealed a live fetus (bold arrow).

DISCUSSION
Coexistence of molar pregnancy with a twin live fetus is a rare,
complex clinical condition. Complete molar pregnancies show
complete lack of fetal parts, while partial molar pregnancies show
fetus or indication of previous fetal existence. The majority of
them are complete hydatidiform mole coexisting with a normal
fetus and placenta, with nearly 200 cases documented in literature to 2007.1,6 Twin pregnancies with partial hydatidiform mole
coexisting with a live fetus are rarely reported, since fetuses identified with partial mole are generally triploid and tend to die in
the first trimester.1,3 The possible scenarios of a molar pregnancy
coexisting with a fetus in a twin gestation are (1) complete molar
gestation with a coexistent normal diploid fetus in a dizygotic
twin pregnancy, (2) partial hydatidiform mole with a coexistent
normal diploid fetus in a dizygotic twin pregnancy, and (3) par-

tial hydatidiform mole and a coexistent abnormal triploid fetus in
a monozygotic twin pregnancy.
In this case, ultrasound demonstrated a normal fetus in one
sac and an abnormal, thickened, multicystic placenta without
any fetus in the twin sac. Histopathological examination after
termination of pregnancy demonstrated a partial molar placenta
with no evidence of a fetus or fetal parts noted in the twin sac
containing the abnormal placenta. Lack of fetal parts in our case
was an interesting finding since a fetus or fetal parts are usually,
though not always, present in cases of partial mole.7 In cases of
complete mole, the abnormal placenta has a characteristic “snowstorm” appearance showing multiple sonolucencies sized 1 mm
to 30 mm with a normal coexistent twin fetus.4,8 Detectability of
partial mole by ultrasound is only 30%, since partial mole lacks
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Figure 3. Molar Placenta Tissue

Microphotograph showing dilated villi lined by attenuated trophoblastic
cells. The villi have scalloped borders (bold arrow, left) and stromal inclusions (thin arrow, right). H&E stain, x40 magnification.

the typical “snowstorm” appearance. Partial mole shows heterogenous placenta with multicystic spaces and interspersed solid
areas. Color Doppler may show the presence of high-velocity, low
impedance flow in the multicystic placental mass.4,9 The differential diagnoses of such a sonographic appearance are placental mesenchymal dysplasia, choriocarcinoma, and placental hematoma.
Placental mesenchymal dysplasia is a recently recognized, rare
placental vascular anomaly characterized by placentomegaly and
grape-like vesicles appearing as hypoechoic areas on sonography.9
Confirmation of diagnosis is based on histopathological examination. Choriocarcinoma is differentiated on sonography with
increased vascularity or a large feeding vessel inside the tumor.9
Placenta hematoma may sometimes resemble partial mole with its
partially solid, partially cystic sonographic appearance. Because of
their similar sonographic appearances, the differentiation between
these diagnoses may be difficult to make antenatally and often
can be made successfully only in the postpartum/termination
period, as was in our case. Confirmation of partial molar placenta
is done histopathologically depicting organization of villous tissue
with hyperplastic surface trophoblasts and irregular outline of villi
leading to stromal inclusions.5 A prior molar pregnancy increases
the risk of recurrence up to 2%.10
Other etiological risk factors for partial mole are repeated past
abortions, irregular cycles, and maternal age of more than 40
years.5,11 Incidence of partial mole is higher in Asia than North
America and Europe, being highest in India.5,10,11 Common clinical presentations of molar pregnancies are vaginal bleeding in the
first or second trimester, unusually elevated serum β-hCG levels,
and early development of preeclampsia.4 There is a suggestion in
recent literature of increased incidence of twin pregnancies with
mole and coexistent fetus in patients using drugs for ovulation
induction for fertility, as in our case. However, ovulation induc-
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tion drugs are yet to be established as a potential risk factor due
to a limited number of reports available up to date.12 In view of
associated high complications, molar pregnancy with live fetus
has complex clinical considerations in a strongly desired pregnancy. Termination of pregnancy is generally recommended in
a severely malformed fetus.5,8 In sonographically normal fetuses,
the prenatal diagnosis of fetal karyotype can be attempted by
chorionic villus sampling, amniocentesis, or fetal cord blood
sampling.1 Women should be counseled about the risk of both
the maternal complications, including preeclampsia, thromboembolic disease, hyperemesis, and hyperthyroidism and fetal complications including spontaneous miscarriage, intrauterine death,
and preterm labor.5,6,8 A potentially fatal complication of molar
pregnancies is the risk of persistent gestational trophoblastic disease (pGTD).2,6,10 The incidence of pGTD after surgical evacuation in complete hydatidiform mole with fetus is considerably
higher as compared to partial hydatidiform mole with fetus (1028% vs 3-5%).13 The risk of pGTD remains unchanged whether
the patient opts for early termination of pregnancy or chooses
to continue the pregnancy. Thus, expectant management may be
permitted in cases of a complete molar pregnancy with coexisting
fetus, which has up to a 40% chance of a viable live birth.2,6,8 If
the fetus is euploid and sonographically normal and the mother
is clinically well, the pregnancy can be continued under careful
perinatal monitoring.
Expectant mothers with a twin and partial mole are difficult to
counsel due to the paucity of available literature. In our case, the
patient did not consent to prenatal karyotyping and chose to terminate the pregnancy, in view of the risk of severe maternal and
fetal complications. In cases where continuation of pregnancy is
desired, guidelines for patient management should include serial
serum β-hCG levels and a chest x-ray to screen for metastases
for gestational trophoblastic neoplasia.14 Post evacuation, intense
maternal follow-up is required by (1) β-hCG assays to confirm
its return to baseline values (<5 mIU/mL), and (2) sonographic
evaluation and measurement of endometrial thickness.10,13-15
Serial quantitative serum β-hCG assay is recommended within
48 hours of evacuation, every 1 to 2 weeks while elevated, and
monthly for 6 months after the β-hCG levels return to normal.14,15 Treatment for pGTD with chemotherapy is indicated in
cases of persistently raised β-hCG at 6 months after evacuation or
with histopathological diagnosis of choriocarcinoma.10

CONCLUSION
It is clinically challenging to diagnose a molar placenta in an
ongoing pregnancy. Early diagnosis depends on a combination
of detecting an unusually high level of β-hCG and abnormalities
detected on ultrasound examination. This case emphasizes the
importance of ultrasound as a good diagnostic tool in cases of twin
pregnancy with a molar and a coexistent live fetus. Ultrasound
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alone is insufficient for diagnosing such cases but serves to raise
the possibility of this condition. Partial molar pregnancies generally present in the second trimester and manifest with complications such as vaginal bleeding or spontaneous abortion. In our
case, however, the patient was relatively asymptomatic at presentation and the condition was diagnosed much earlier on a routine
first trimester ultrasound scan. The radiologist should be aware of
the sonographic manifestations and differential diagnosis of this
condition to ensure appropriate management. Careful monitoring of these patients in the postpartum period and close monitoring of subsequent pregnancies to rule out the recurrence of
gestational trophoblastic disease is of utmost importance.
Acknowledgement: The authors wish to thank the Department of Obstetrics
and Gynaecology, ESI Medical College and Post Graduate Institute of
Medical Sciences and Research, Chennai-Tamil Nadu, India.
Funding/Support: None declared.
Financial Disclosures: None declared.
Planners/Reviewers: The planners and reviewers for this journal CME activity
have no relevant financial relationships to disclose.

7. Genest DR, Laborde O, Berkowitz RS, Goldstein DP, Bernstein MR, Lage J. A
clinicopathologic study of 153 cases of complete hydatidiform mole (1980-1990):
histologic grade lacks prognostic significance. Obstet Gynecol. 1991;78(3 Pt 1):402-409.
8. Matsui H, Sekiya S, Hando T, Wake N, Tomoda Y. Hydatidiform mole coexistent with
a twin live fetus: a national collaborative study in Japan. Hum Reprod. 2000;15(3):608611.
9. Vaisbuch E, Romero R, Kusanovic JP, et al. Three-dimensional sonography of
placental mesenchymal dysplasia and its differential diagnosis. J Ultrasound Med.
2009;28(3):359-368.
10. Seckl MJ, Sebire NJ, Berkowitz RS. Gestational trophoblastic disease. Lancet.
2010;376(9742):717-729.
11. Cheah PL, Looi LM, Sivanesaratnam V. Hydatidiform molar pregnancy in Malaysian
women: a histopathological study from the University Hospital, Kuala Lumpur. Malays J
Pathol. 1993;15(1):59-63.
12. Shazly SA, Ali MK, Abdel Badee AY, Alsokkary AB, Khodary MM, Mostafa NA. Twin
pregnancy with complete hydatidiform mole and coexisting fetus following ovulation
induction with a non-prescribed clomiphene citrate regimen: a case report. J Med
Case Rep. 2012;6:95.
13. Bruner DI, Pritchard AM, Clarke J. Uterine rupture due to invasive metastatic
gestational trophoblastic neoplasm. West J Emerg Med. 2013;14(5):444-447.
14. American College of Obstetricians and Gynecologists. ACOG Practice Bulletin
#53. Diagnosis and treatment of gestational trophoblastic disease. Obstet Gynecol.
2004;103:1365-1377.
15. Dresang LT. A molar pregnancy detected by following beta-human chorionic
gonadotropin levels after a first trimester loss. J Am Board Fam Pract. 2005;18(6):570573.

REFERENCES

1. Wee L, Jauniaux E. Prenatal diagnosis and management of twin pregnancies
complicated by a co-existing molar pregnancy. Prenat Diagn. 2005;25(9):772-776.
2. Sebire NJ, Foskett M, Paradinas FJ, et al. Outcome of twin pregnancies with
complete hydatidiform mole and healthy co-twin. Lancet. 2002;359:2165–2166.
3. Chu W, Chapman J, Persons DL, Fan F. Twin pregnancy with partial hydatidiform
mole and coexistent fetus. Arch Pathol Lab Med. 2004;128(11):1305-1306.
4. Jain KA. Gestational trophoblastic disease: pictorial review. Ultrasound Q.
2005;21(4):245-253.
5. Lurain JR. Gestational trophoblastic disease I: epidemiology, pathology, clinical
presentation and diagnosis of gestational trophoblastic disease, and management of
hydatidiform mole. Am J Obstet Gynecol. 2010;203(6):531-539.
6. Piura B, Rabinovich A, Hershkovitz R, Maor E, Mazor M. Twin pregnancy with a
complete hydatidiform mole and surviving co-existent fetus. Arch Gynecol Obstet.
2008;278(4):377-382.

VOLUME 114 • NO. 5

211

WMJ (ISSN 1098-1861) is published through a collaboration between The Medical
College of Wisconsin and The University of Wisconsin School of Medicine and Public
Health. The mission of WMJ is to provide an opportunity to publish original research,
case reports, review articles, and essays about current medical and public health
issues.
© 2015 Board of Regents of the University of Wisconsin System and The Medical
College of Wisconsin, Inc.

Visit www.wmjonline.org to learn more.

