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Background: Twin pregnancy with partial hydatidiform mole and a co-existing normal fetus (PHMCF) is a very rare clinical
condition. It presents with various complications like preterm labor, pre-eclampsia, hyperthyroidism and fetal anomalies.
Case Presentation:We report the case of a 40-year-old G13P10A2mother who was referred to our hospital at 28 weeks as a case of twin
pregnancy and pre-eclampsia. She had headache, epigastric pain, bilateral leg swelling, and decreased fetal movement for two days. Her
physical examination was remarkable for raised blood pressure and uterus larger than gestational age. Ultrasound findings showed
honeycomb-like echo suggestive of a molar pregnancy with a co-existing normal fetus. After she was admitted and managed for severe pre-
eclampsia, a cesarean section was done to affect the delivery of a male neonate weighing 1400 grams. Histopathology confirmed the
diagnosis of a partial mole with no malignant features. In follow-up, the serum β-HCG level normalized by the 7th week.
Conclusion: PHMCF is a rare obstetric condition. Despite these pregnancies having a greater risk of complications, strict follow-up at
a tertiary care hospital and timely management of complications can result in good outcomes for both the mother and the fetus.
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Introduction
Multifetal gestation is an obstetric condition of two or more fetuses marked by various complications with maternal risks
including antepartum hemorrhage, spontaneous abortions, congenital anomalies, intrauterine fetal demise, preterm labor,
and preeclampsia.1 Gestational trophoblastic disease is a clinical condition of abnormal trophoblastic cells encompassing
a range of benign to malignant conditions. Premalignant conditions include complete mole and partial mole, which may
present with vaginal bleeding, hyperemesis gravidarum, pre-eclampsia, hyperthyroidism and large for date uterus.2

If one of the twins is a molar pregnancy with an incidence of 1 in 100,000 pregnancies, the risks of complications are
amplified by added risks arising from the partial mole. Regardless of those risks, 40% of patients with complete hydatidiform
mole and co-existing normal fetus (CHMCF) result in a live birth.3 Even though singleton molar pregnancies are terminated,
twin pregnancies with hydatidiform mole can continue if there are no complications or genetic abnormalities.4

Despite there being life-threatening risks to the mother, expectant management should be a considerable option as shown by
our case. The delicate balance between managing complications of the pregnancy and not endangering the fetus is a hard one to
maintain. Here, we try to show the concurrent management of PHMCF and arising complications. Even though there are reports
of multiple pregnancies co-existing with complete molar mole, we could only find a few reports regarding co-existence with
partial mole.5 The recent increment in artificial fertilization is increasingly becoming a culprit for the uptick in cases of PHMCF.6

Case Presentation
We present a 40-year-old Gravida13 Para10 Abortion2 mother who presented with headache, epigastric pain, bilateral leg
swelling, epistaxis, and decreased fetal movement for a two-day duration. Her previous pregnancies were uneventful with no
prior history of hypertensive diseases in pregnancy or hyperthyroidism reported. Although she had eight home deliveries,
there were no twin pregnancies or molar pregnancies. In addition, she had no family history of bleeding diathesis. On the
current pregnancy, she had no bleeding, raised blood pressure or any danger signs on the antenatal follow-up she had at 9
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weeks. She was referred from a local health center, where the diagnosis of co-existing molar pregnancy was overlooked, with
the impression of twin pregnancy and pre-eclampsia.

On admission, her blood pressure was 186/100, her pulse rate was 136 and her respiratory rate was 20. On abdominal
examination, she had 36 weeks sized gravid uterus with fetal heartbeat of 136 and grade 2 bilateral pitting edema. On the
admission blood tests, hematocrit was 32.8% with O+ blood type. Serum β-HCG was found to be 215,400 IU/L, thyroid
stimulating hormone was 0.05 IU/mL, urinalysis showed +1 proteinuria, other investigations (Renal function test, Liver
function test, Complete blood count, and Chest X-ray) were all normal. With the impression of twin pregnancy complicated
by pre-eclampsia with severity features and hyperthyroidism, the patient was managed for pre-eclampsia and a biophysical
profile was done daily. Ultrasonography revealed two fetal sacs whereby twin A was a breech, alive twin with aggregate
gestational age (AGA) of 28+6 weeks with the normal-appearing placenta as seen in (Figure 1). The other sac was filled with
cystic spaces and snowstorm appearance, hinting towards a molar pregnancy (Figure 2).

Figure 1 Ultrasound images showing fetal head and a normal placenta next to the molar tissue.
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We managed our patient expectantly for a week with daily biophysical profile, dexamethasone injections for fetal lung
maturity, magnesium sulphate and anti-hypertensive for pre-eclampsia. After one week, a cesarean section was done for
indication of twin pregnancy plus Twin A breech to affect the delivery of a 1.4 kg male neonate with Apgar score of 7
and 9 in the 1st and 5th minute, respectively. The grape-like vesicles, separate from the normal appearing placenta, were
evacuated manually (Figure 3). There was intraoperative bleeding while removing the molar tissue. Initial evaluation of
the neonate revealed no congenital abnormalities and he was admitted to the neonatal intensive care unit with a diagnosis
of very low birth weight and discharged after attaining adequate weight. Although, the histopathology result showed
a partial mole with variable-sized dilated chorionic villi with focal trophoblastic proliferation and multiple vascular
proliferation seen, there were no malignant features. Post-operative hematocrit was 18.8% for which the patient was
transfused with one unit of whole blood. The patient was discharged from our side on the 16th day after advice on
subsequent follow-up. The level of β-HCG was determined to be normal on the 2nd follow-up at 7 weeks as illustrated in

Figure 2 Ultrasound image showing the snow storm appearance of the molar tissue.
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(Table 1). On this visit, the mother had no new compliant with normal blood pressure and TSH levels. In addition, the
infant’s interpretation of growth curves adjusted for gestational age showed adequate growth.

Discussion
Twin pregnancy of hydatidiform mole coexisting with a live fetus is a rare entity. A normal fetus with a normal placenta
can occur with either complete hydatidiform (CHMCF) or partial hydatidiform mole (PHMCF). The major risk factors
for these pregnancies are extreme maternal ages (<15 years and >35 years) and previous molar pregnancy.4,7 Even
though all types of molar pregnancies have a higher risk of maternal complication and fetal abnormalities compared to
normal pregnancies, PHMCF has a lower risk of maternal complication.8,9 PHMCF occurs with an incidence of 0.005%–
0.01% of all pregnancies despite being on the rise due to artificial fertilization. Antepartum bleeding, preterm labor, pre-
eclampsia with severity features, thyrotoxicosis, and intrauterine fetal demise can occur in molar pregnancy.10

Multifetal gestations have a higher risk of pre-eclampsia, preterm delivery, and poor neonatal outcomes. PHMCF with
the add-on effect of a molar component will contribute to early and exacerbated presentation of these complications.11 In
our case, the patient had pre-eclampsia with severity features and hyperthyroidism, which could have been amplified by
the presence of molar tissue.

The best initial modality used to screen and diagnose is an ultrasound, which, if performed in the early second trimester, has
a detection rate ranging from 43% to 68%.12 The ultra-sonographic appearance of a partial hydatidiformmole has been described
as being honeycomb-like echogenic tissue with multi-cystic areas in the first trimester and as a “snowstorm” appearance in
the second trimester. Although it can sometimes miss congenital malformations, ultrasound will aid in screening for congenital

Figure 3 A post-operative picture showing the normal placenta with the vesicles of the partial mole.

Table 1 Serum Beta Human Chorionic Gonadotropin
(HCG) Decrement

Investigation Time β-HCG Level/(IU/L)

At admission 215,400

After 1 Week 4148

After 4 Weeks 23

After 7 Weeks <5
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anomalies as these pregnancies are fraught with various abnormalities.13 Histopathologic findings can differentiate between
complete and partial moles with focal trophoblastic hyperplasia and fetal parts or cells indicating partial mole.4

Management plan differs based on the time of diagnosis. If diagnosed earlier, patients are advised and options are
discussed with the mother. However, as many of these pregnancies arise due to infertility treatment, some women may
wish to continue the pregnancy despite the risks. If diagnosed later in pregnancy, managing teams may find it difficult to
decide whether to continue or terminate it. Given that maternal and fetal conditions are monitored strictly, continuing the
pregnancy should be considered.14 Cesarean section is the best mode of delivery owing to the risk of metastasis of
trophoblastic cells by uterine contraction if delivery is through spontaneous vaginal delivery.15

Follow-up is crucial as there is a risk of disease progression. Higher β-HCG levels and termination due to
complications were associated with the development of gestational trophoblastic disease.16 Even though there is
a possibility that PHMCF may persist as a gestational trophoblastic disease, which is 4%, the risk is higher for
CHMCF (12%–20%).17 Hence, differentiating between CHM and PHM is of paramount importance as follow-up
durations are tailored based on this. Although patients with CHMCF are followed for 6–12 months post-normalization
of β-HCG, patients with PHMCF are observed for only 4 weeks.18

Conclusion
In conclusion, in twin pregnancy of hydatidiform mole and a co-existing normal fetus, priority should be given to
ensuring maternal safety as there are grave maternal consequences. If the mother opts to continue with the pregnancy
despite advice, we recommend she be transferred to a tertiary care setting with a thorough evaluation and strict follow-up
in advance anticipation of complications. If complications arise and fetal lung maturity is confirmed, we advise the
delivery of these pregnancies. In addition, pregnancy should be terminated if maternal condition worsens or fetal
anomalies which are incompatible with life are confirmed.

Data Sharing Statement
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