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Abstract

This is a case report of a twin pregnancy with one fetus and a coexistent mole diagnosed at
13 weeks. After thorough counseling, the pregnancy was continued as per the patient’s desire. The
pregnancy was closely monitored with serial S § hCG, ultrasound for fetal growth, size of molar sac,
and theca lutein cysts, which gradually decreased in size during the second trimester of pregnancy.
An emergency caesarean delivery was done at 36 weeks due to breech in early labour. A live baby
weighing 1.8 kg was delivered in good condition. Her S § hCG reached normal levels at the end of
three weeks, and she is now on post-molar surveillance. Though the general trend is to terminate
pregnancy in twins with coexistent mole in anticipation of complications, under close surveillance,
optimal outcomes can be achieved. Monitoring of S § hCG, serial ultrasound for fetal growth, size of
molar component, and theca lutein cysts can help to predict good patient outcomes.
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Introduction

A multiple pregnancy with one fetus and a
coexisting hydatidiform mole, a rare phenomenon
of the past, is showing an upward trend due to the
rise in the induction of ovulation. The reported
incidence is 1 in 22 000—100 000 pregnancies
(1), with most being complete hydatidiform
moles (CHM) with a fetus; however, the reported
prevalence for a partial mole with a coexisting
foetus is 0.005-0.01% of pregnancies (2).

Veryfewtwin pregnancieswithahydatidiform
mole and a foetus continue to term as they often
have spontaneous or induced terminations for
maternal complications. Here, we report a case
detected in the first trimester, where pregnancy
was continued and patient delivered a live infant.

Case Report

Mrs R, a 25-year-old patient, was referred to
our clinic at 13 weeks of gestation with the report
of twin gestational sacs: one with a live fetus and
the other a suspected hydatidiform mole. She
had conceived after ovulation induction with
clomiphene citrate, and was diagnosed with twin
gestational sacs at six weeks of gestation. At 12
weeks, she was re-evaluated for a risk of abortion,
when it was noted that there was one normal
foetus and a co-existing hydatidiform mole. The

termination of the pregnancy was advised by her
doctor, but she refused.

Her general and systemic examinations were
unremarkable, and upon evaluation, the uterus
was found to be at approximately 14—16 weeks of
gestation. No other abnormalities were detected.
A transabdominal scan (TAS) at 13 weeks of
gestation at our hospital confirmed the findings of
a live foetus with a normally appearing placenta
in one sac and an adjacent mixed echoic mass
with a honeycomb-like pattern, suggestive of a
hydatidiform mole (Figure 1). The molar mass
measured 10 x 6 cm and was situated over the
cervical os, while the foetus with the posterior
placenta was situated near the fundus. The
bilateral theca lutein cysts measured around 7 x
6 cm each. The patient’s S beta human chorionic
gonadotropin (S B hCG) was very high, at 374 747
mlIU/mL; however, her thyroid function tests
were normal. She was counselled regarding the
risks involved in continuing the pregnancy, and as
per her preference, the pregnancy was continued
and she was closely monitored in our high risk
pregnancy clinic. Two weeks later, although
there was no increase in the S fhCG, the molar
mass (11.8 x 6 cm) and theca lutein cysts (11 x
6 cm) showed increases in size. She continued
to have vaginal blood spotting, on and off, until
approximately 26 weeks of gestation.

We estimated the weekly S f hCG levels and
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measured the size of the molar mass and theca
lutein cysts. A detailed anomaly scan for the fetus
was normal at 20 weeks, and pregnancy continued
uneventfully, with a declining trend in the S 8
hCG beginning in the early second trimester,
with a regression of the theca lutein cysts. The
size of the molar mass reduced gradually, and at
around 30 weeks of gestation, we could no longer
see the molar mass or the theca lutein cysts upon
ultrasound. Interval foetal growth was maintained
around the 10th percentile.

At 36 weeks, she was admitted with labour
pains and an emergency caesarean section
was done for a breech presentation. A male
neonate weighing 1.8 kg with a good Apgar score
was delivered, and there was no postpartum
haemorrhage. The placenta weighed 586 g,
measuring 20 x 14 x 4 cm, and the molar tissue
was distinct, with a sheet of vesicles adjacent to
the normal placenta (Figure 2). The theca lutein
cysts were very small, and histopathology of the
placenta was reported as a normal placenta, along
with molar tissue containing features suggestive
of a partial hydatidiform mole. Karyotyping of the
mole and foetus could not be done.

The S B hCG showed rapid regression, and
at the end one week it was 111 mlU/mL, reaching
normal in another two weeks (Figure 3). The
patient is now under post-molar surveillance.

Discussion

Twin pregnancies with one normal foetus
and a co-existing molar pregnancy (complete or
partial) are fraught with complications for both
the mother and the foetus. For the mother, in
addition to haemorrhagic complications, there
are increased risks of medical problems such
as hyperemesis, preeclampsia, thyrotoxicosis
and trophoblastic emboli. The risk of persistent
trophoblastic disease (PTD) in twin molar
pregnancy is more than a single complete mole,
and is also increased in partial moles with a diploid
foetus, compared to triploidy (3). Preeclampsia
has been reported in 34% of these pregnancies (4).
There are case reports where patients required
hysterotomies and hysterectomies for severe
bleeding (5,6).

The risks to the foetus when pregnancy
continues in these cases include abortion,
intrauterine foetal demise, pre-term labour and
foetal growth restrictions. Live births in these
pregnancies vary from 16-56% (1,7). Another
rare problem that has been reported is the molar
placenta previa developing placental abscesses
(8). It has been observed that there is a tendency
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for these molar tissues to be in the lower segment
of the uterus, closer to the os, thereby resulting in
bleeding (on and off), which was also evident in
our case (9). Hysterectomies have recently been
reported for molar placenta previa accreta, and
also for spontaneous fundal rupture of the uterus
in the second trimester (10,11).

The risk of PTD in CHM is said to be as high
as 16—50%, and it does not depend on the duration
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Figure 1: Ultrasound showing the molar placenta.
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Figure 3: Placenta with attached molar tissue.
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of the pregnancy (1,7). The risk of a partial mole
developing PTD is 14—33% (12). Stellar et al. noted
a higher risk of developing PTD in cases with twin
molar pregnancies with a co existent foetus, when
compared to singleton molar pregnancies (6). PTD
is not only more common, but it requires multiple
cycles of combination chemotherapy (13). Another
interesting observation made in some studies is
that PTD was more often seen in those twin molar
pregnancies with maternal complications such as
preeclampsia, hyperemesis, etc. (14).

Although a partial mole often coexists
with a triploid foetus, there are case reports
of twin pregnancies with foetuses of normal
karyotype. Triploid foetuses have asymmetrical
intra uterine growth restriction (IUGR) and
multiple malformations (12). In a case report of
twin foetuses with a hydatidiform mole, macro
and microscopic findings diagnosed a partial
hydatidiform mole. However, DNA polymorphic
analysis demonstrated foetal DNA of biparental
origin, and the molar DNA was of paternal origin
(15). The DNA polymorphic analysis could not be
done in our case, where histopathology showed
a partial mole, while clinically we believed it was
a complete mole. Very often, a foetus coexisting
with molar tissue is diagnosed as a partial mole.
To prognosticate, it is important to differentiate
between partial and complete moles, with DNA
polymorphic analysis helping in the genetic
characterization of molar pregnancies, and it
should be used for accurate diagnosis.

Seiji et al. showed in their case report that
conventional diagnostic methods are inadequate
for diagnosis (15). However, paternally imprinted
gene product p57 and flow cytometry used for
DNA analyses are useful for discriminating
complete and partial moles (7). Other differential
diagnoses for molar changes in the placenta, such
as mesenchymal dysplasia and hydropic changes
in the placenta, were ruled out by clinical features
as well as the histopathology of the placenta after
delivery.

Prenatal diagnosis by amniocentesis has
been advocated to rule out triploidy or any
other genetic abnormalities, before advising the
continuation of a pregnancy (4,12). Chorionic
villi sampling for karyotype is not recommended,
as it may vary from that of the foetus because of
confined placental mosaicism. Most often, the
triploid foetus co-existing with a partial mole
tends to die, while a foetus with a complete mole
tends to survive (14). A foetus with a partial mole
may survive when it occurs in a dizygotic twin,
with one foetus and the other oocyte giving rise
to a partial diploid mole, however, a monozygotic

twin with triploidy gives rise to a partial mole with
an abnormal foetus (16).

The incidence of twins with one molar
pregnancy is expected to rise with aggressive
treatment for infertility and early diagnosis with
ultrasound. The lessons that have been learned
from this case are that serial monitoring for the
regression of the size of the molar mass, theca
lutein cysts and a declining serial S f hCG are
good prognostic indicators. It has been reported
that very high S f hCG (> 10° IU/L) and the
presence of medical complications portend a
poor outcome, and may serve as an indication
for the termination of pregnancy because they
are suggestive of aggressive trophoblastic growth
(13). Fortunately, our patient did not develop
any medical complications and the pregnancy
continued uneventfully.

When detected early in the pregnancy,
the management approach is generally to
offer termination in view of the anticipated
complications. Nevertheless, it seems reasonable
to opt for conservative management with the
consent of the patient, after thorough counselling.
As many of these molar pregnancies occur
following the induction of ovulation, the desire
to continue pregnancy often outweighs that of
termination. However, one must be prepared
for termination in the event of maternal
complications like severe preeclampsia or
bleeding, and conservative management in these
pregnancies is for the foetus’ sake, with the
mother being at risk of serious complications.
Thus, a twin pregnancy with a hydatidiform mole
and a coexisting live foetus requires a thorough
evaluation, and pregnancy may be continued
under close surveillance for an optimal outcome.
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