
Twin pregnancies with a co-existing complete hydatidiform mole and a normal fetus are rare
(1:22,000-100,000) and high-risk. We present the clinical course of five consecutive
pregnancies seen in a UK tertiary fetal medicine unit (FMU).

This small case series highlights that these patients require input from across the spectrum of
Obstetrics and Gynaecology, including early pregnancy care; ultrasound and fetal medicine;
abortion care; maternal medicine; and advanced surgical skills.
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An ultrasound software search (01/01/2012-31/12/2022) revealed 196 cases with suspected
molar pregnancy.

85 (43%) had histopathology results confirming gestational trophoblastic disease (GTD).

Five were seen in FMU and had histologically-confirmed twin pregnancies with a co-existing
complete mole and normal fetus.

Two were reviewed following suspicion of a twin molar pregnancy at the nuchal translucency
scan. Both had vaginal bleeding and b-hCG at combined screening were 12.0 and 16.9 MoM
respectively. One was symptomatic of hyperthyroidism (TSH<0.01, fT4 31.3).

Both underwent uncomplicated surgical terminations before 15/40.

Another patient was referred for suspected partial hydatidiform mole. b-hCG was 31.2 MoM. 
Chorionic villous sampling revealed a normal karyotype. The pregnancy was complicated by 
thyrotoxicosis (TSH <0.01, fT4 69.6), hyperemesis, and bleeding.

At 15+4/40 she was diagnosed with a late miscarriage, which was managed surgically 
(ultrasound-guided dilatation and evacuation) without complications.

Histology confirmed the presence of a complete mole and normal fetus. 

Methods Discussion

Case Report

Two women opted to continue their pregnancies. The first, referred due to raised b-hCG (14.3
MoM), declined invasive testing. Her pregnancy was complicated by hyperthyroidism (TSH
0.03, fT4 37.1), anaemia, and gestational hypertension requiring treatment . She underwent an
emergency Caesarean section at 27+5/40 due to a large antepartum haemorrhage,
complicated by a massive obstetric haemorrhage (five litres). She and the neonate made a full
recovery.

We have been unable to contact the second patient for consent, but she suffered significant
obstetric complications and an adverse neonatal outcome.

One further case was suspected and underwent close antenatal surveillance. Of note, b-hCG
was only 1.9 MoM and she did not develop any of the complications associated with molar 
pregnancies. She had an uncomplicated elective section at 36/40. Histology of the abnormal 
placenta showed hydropic changes associated with an early intrauterine death of one twin. 

Conclusion

These high-risk pregnancies require referral to both a tertiary FMU and a GTD centre for long-
term follow up. Multidisciplinary input is critical for appropriate counselling, particularly 
around the option of surgical termination.  

19+5 31+0 35+0

Ongoing twin pregnancies with a complete hydatidiform mole are invariably associated with
major maternal, fetal, and neonatal complications.

Diagnosis can be achieved in the late first trimester on ultrasound scan, with appearances
characteristic of a complete molar pregnancy adjacent to a normal fetus and placenta (1).
Partial hydatidiform mole, placental mesenchymal dysplasia, and placental chorioangioma are
included in the differential diagnoses (2). Genetic testing with chorionic villous sampling or
amniocentesis can be used to facilitate diagnosis (3). Raised maternal serum b-hCG levels also
increase clinical suspicion and were found in all five cases of a twin pregnancy with a normal
fetus and a complete mole in our series.

Surgical termination of the pregnancy is often considered because of the multiple risks
associated with continuing these high-risk pregnancies (4). If patients opt to continue, massive
bleeding, hypertension, hyperthyroidism, growth restriction, extreme prematurity or
intrauterine death should be anticipated (5-7). Patients diagnosed with a complete molar
pregnancy with a co-existing normal fetus are also at high risk of gestational trophoblastic
neoplasia (5) and referral to a gestational trophoblastic disease centre postpartum is
paramount.
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Figs 1 and 2: US images from first described case who opted for surgical termination of pregnancy
Fig 3: US image showing large molar placenta from second described case who opted for surgical termination of pregnancy

Figs 4, 5 and 6: US images showing molar placenta and adjacent normal fetus/placenta in case of late miscarriage

Figs 7, 8 and 9: US images from patient who opted to continue, showing molar placenta with normal fetus/placenta adjacent;
and cervical dilatation noted a week before birth
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Figs 10, 11 and 12: US images from case which showed hydropic placenta not molar changes on histology
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