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A molar masquerading as an ectopic pregnancy
in the early first trimester: a salutary lesson
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Abstract: The authors report a case in which a molar pregnancy was mistaken for an ectopic
pregnancy in the early first trimester. This confusion delayed diagnosis and caused distress;
follow-up led to the final diagnosis of complete hydatidiform mole. Correct preoperative
diagnosis of molar pregnancy by ultrasound in early pregnancy may be tricky. It is important
to obtain histological evidence to make the final diagnosis of gestational trophoblastic disease.
While relatively rare, consideration of molar pregnancy in the differential diagnosis of early
pregnancy loss may avoid unnecessary distress.

Keywords: first trimester ultrasound, molar pregnancy, gestational trophoblastic disease,
complete hydatidiform mole, diagnosis

Introduction

A complete hydatidiform mole appears as a homogeneously echogenic endometrial
mass on scan, without identifiable fetal parts. In the early first trimester a complete
hydatidiform mole may appear like a thickened endometrium, raising suspicion of an
ectopic pregnancy.! A few weeks later, appearances can be confused with retained
products of conception. The case presented here illustrates how ultrasound can be
misleading in the early first trimester.

Case report

A 41-year-old parous woman presented to the early pregnancy assessment unit in the
United Kingdom on day 0 with a history of 7 weeks of amenorrhea, lower abdominal
pain, and brownish vaginal bleeding. A transvaginal ultrasound showed an empty uterus
with a thickened endometrium. No adnexal mass or free fluid was seen. Two readings of
serum beta human chorionic gonadotropin (B-hCG) 48 hours apart measured 1900 and
1998 TU/L. An ectopic pregnancy was suspected in view of the lower abdominal pain.
Surgical treatment in the form of a diagnostic laparoscopy that would then proceed to
salpingectomy was discussed. The patient agreed, as she felt her family was complete
and she also wished to be sterilized. She consented to removal of the affected fallopian
tube and clipping or removal of the other as part of the treatment for ectopic pregnancy
and as the method for sterilization. Laparoscopy revealed suspicion of a left ovarian
ectopic pregnancy, as the ovary appeared enlarged and bluish. An ovarian biopsy
was taken and the patient underwent bilateral salpingectomy as per her request for
permanent sterilization. The patient was discharged with a follow-up plan. Histology
of the ovarian biopsy showed cystic corpus luteum. Both tubes showed nonspecific
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salpingitis but no chorionic villi. The patient’s B-hCG had
risen to 5000 IU/L on day 21 and she reported slight vaginal
bleeding. A repeat ultrasound showed retained products of
conception (15 X 23 mm), with no adnexal mass or free
fluid (Figure 1). The patient chose conservative management
for the incomplete miscarriage and was given a follow-up
appointment.

At follow-up on day 27, a repeat ultrasound was
suggestive of a molar pregnancy (Figure 2). The B-hCG value
was now 10,000 TU/L.

The patient underwent surgical evacuation of retained
products of conception. Histological examination of the
uterine contents confirmed chorionic villi that appeared
edematous and forming atypical trophoblastic proliferation.
No fetal parts were seen. Histology confirmed a complete
hydatidiform mole, with no evidence of choriocarcinoma.
Weekly measurement of serum and urine B-hCG levels at
the regional trophoblastic center was arranged. The urine
B-hCG assays returned to <2 IU/L by day 55.

Discussion

The ability of the early first trimester ultrasound to detect
molar pregnancy is not always straightforward. Ultrasound
features of very early molar pregnancy can be nonspecific.
Some can appear as a thickened endometrium and later
may be confused with an incomplete miscarriage.' The
thickened endometrium, given the clinical and biochemical
presentation, can be confused with an ectopic pregnancy,
necessitating a laparoscopy.

The classic ultrasound findings of an enlarged uterus filled
with amorphous echogenic material, possibly containing
vesicles, are not visualized until the late first trimester or
early second trimester.> Without a high index of suspicion,
amolar pregnancy can be mistaken for an ectopic pregnancy
during early evaluation.

Figure | Transverse view at the fundus thought to be of retained products of
conception (day 21).

Figure 2 Scan appearance of molar pregnancy on day 27.

The overall sensitivity for the ultrasound diagnosis of
molar pregnancies ranges from 50% to 86%.* This may be
attributed to the histomorphic feature of the hydropic villi. In
the first trimester, hydropic change is minimal and is likely
to remain unnoticed.*

Several recent studies have highlighted the problem of
ultrasound diagnosis of molar pregnancies. In a retrospective
review of ultrasound and histological findings in 194
cases referred to the UK National Trophoblastic Disease
Surveillance Centre with suspected molar pregnancies,
Sebire et al’> showed that 131 (67%) cases had an ultrasound
diagnosis of miscarriage with no suspicion of molar
pregnancy prior to evacuation of the uterus. The median
gestational age at diagnosis was 10 weeks. Referral in
these cases was made based on histological examination of
products of conception. Sebire et al® caution that even gross
examination of products of conception is unreliable, as gross
features described in later gestation, such as large vesicle-like
villi with prominent cisterns, may not be apparent in cases
examined in the first trimester.

Fowler et al® have shown that routine pre-evacuation
ultrasound examination of over 1000 cases of histologically
confirmed molar pregnancies identified less than 50%, the
majority instead appearing as incomplete miscarriage. Detec-
tion rates of 35%—40% were found before 14 weeks’ gestation,
compared with 60% thereafter. The sensitivity, specificity,
positive predictive value, and negative predictive value for
routine pre-evacuation ultrasound for detection of any type of
molar pregnancy were 44%, 74%, 88%, and 23%, respectively.
Histopathology remains the current gold standard.

Lindholm and Flam® conducted a retrospective review
of elective terminations that had a confirmed pathological
diagnosis of molar pregnancy and correlated this with initial
clinical and ultrasound findings. The mean gestational age
for the ultrasound scan was 12.4 weeks. It was found that the
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sonogram evaluation missed 16% of complete hydatidiform
moles. Finally, Kirk et al® retrospectively assessed ultrasound
findings in 90 women, 56 of whom had a complete mole
suspected and 34 of whom were diagnosed by histology.
The ultrasound findings in 26 of the 34 cases were initially
described as miscarriage.

It is important to note that, just as ultrasound diagnosis
can be difficult during the early first trimester, differential
diagnosis between normal gestation, partial moles, and
complete moles is still a challenge for pathologists. In early
pregnancy, characteristic pathological features of molar
pregnancy many not be readily apparent. Diagnosis based
solely on morphology can be affected by interobserver
variability.” Molecular genotyping together with morphology
can aid in diagnosis.’

There is no doubt that laparoscopy becomes necessary
when the clinical picture makes one strongly suspect an
ectopic pregnancy. In the case presented, a relatively low
level of serum B-hCG compounded with the ultrasound
appearance of a thickened endometrium and a laparoscopic
suspicion of an ovarian ectopic pregnancy prevented
performance of dilation and curettage at the same time as
the laparoscopy. Histological examination of the uterine
curettings may have avoided the second general anesthetic
and prolonged follow-up that this patient required.

Conclusion
This case illustrates that the correct preoperative diagnosis
of the molar pregnancy by ultrasound and pathological
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examination in early pregnancy may be tricky. It highlights
the importance of combining ultrasound findings with
pathological assessment to make the final diagnosis of
gestational trophoblastic disease. While relatively rare,
consideration of molar pregnancy in the differential diagnosis
of early pregnancy loss may avoid unnecessary distress.
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