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CASE REPORT: AN INCOMPLETE MOLAR PREGNANCY WITH
UNUSUAL COMPLICATIONS
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ABSTRACT

INTRODUCTION:

Gestational trophoblastic diseases (GTD) are a heterogeneous group of gestational and neoplastic conditions
arising from the trophoblast. It is uncommon for gestational trophoblastic disease to present with Preeclampsia and

syndrome prior to 24 weeks gestation.

CASE PRESENTATION

We present an unusual case of partial molar pregnancy which was diagnosed with severe preeclampsia and Partial
HELLP associated with Severe anemia, Sepsis, Hyperthyroidism, Thrombocytopenia & CHF at 03 months of
amenorrhea with ultrasound and Histopathology confirmed an incomplete molar pregnancy.

Evacuation of the Uterus resulted in rapid resolution of signs, symptoms, and laboratory abnormalities.

CONCLUSION

This case demonstrates the acuteness in which life-threatening maternal conditions can arise with this uncommon
complication of pregnancy, and the importance of early & correct identification of the characteristic laboratory &

ultrasonographic findings associated with a molar pregnancy.
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INTRODUCTION

Usually patients with partial hydatidiform mole will
not have the dramatic clinical features characteristic of
complete molar pregnancy and is uncommen to present
with with Preeclampsia and syndrome. We present here
an unusual case of partial molar pregnancy which was
diagnosed with severe preeclampsia and Partial HELLP
associated with Severe anemia, Sepsis, Hyperthyroidism,
& CHF at 03 months of

amenorrhea. Histopathology confirmed an incomplete

Thrombocytopenia

molar pregnancy. The case summary followed by a brief

discussion of the case is presented.

CASE SUMMARY

A 20«year-old primigravida lady from Addis Ababa,
Ethiopia presented with vaginal bleeding of oneweek
duration following 03 months of amenorrhea. The
bleeding was stated to be profuse during the initial 03
days then becomes intermittent and spotting. She also
gave history of a progressively increasing abdominal
distention especially over later three weeks prior to
presentation. She had also nausea & Vomiting for
about 2months prior to presentation with associated
diarrhea of 2weeks duration. She noted intermittent
fever, Palpitation, dizziness & easy fatigability which was
associated with Cough, shortness of breath, orthopnea

of 02 pillows & paroxysmal nocturnal dyspnea for
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10days. She had no antenatal care in the index
pregnancy. Her previous medical and obstetrical history
was unremarkable. The pregnancy was uneventful until
her presentation.

On examination she was in cardiorespiratory distress
and looked very pale. Her Pulse rate ranged between 130
and 136 bpm, Respiratory rate ranged between 26 and
28, Blood pressure was ranging 140/70 -140/100 mg,
and Body temperature was ranging between 37.2-37.50C.
There was a 3x4cm non-tender and firm anterior neck
mass which moves with deglutition. On the chest
examination dullness to percussion and decreased air
entry bilaterally and basally noted. The pericardium was
active with S3 gallop and ejection systolic murmur. The
abdominal examination revealed a uterine size of 20
weeks of pregnancy with no clear palpable fetal parts,
with tender hepatomegaly. The vulva was blood soaked
with the Cervix admitting one finger, 50%effaced,
posterior & soft, and friable tissue was palpable above
the cervical Os. There was a Grade -II pedal & Pretibial
edema.

She

multidisciplinary

was resuscitated and investigated with a

Laboratory examinations
demonstrated hemoglobin  4.70g/dL;
14.5%; white blood count 11.400cells/mL, platelets
51,000 cells/mL. Serum BUN, creatinine, SGOT, SGPT
and ALP were normal, serum - human chorionic

gonadotropin (bhCG) >1500mU/ml (Fig. 5) and Urine

dipstick revealed ++ proteinuria.

team.

hematocrit
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Figure 1: Trans abdominal ultrasound showed a molar pregnancy with minimal pleural effusion

ECHO revealed a normal study.

Trans abdominal Ultrasound Hydatidiform Mole

With the diagnosis of severe preeclampsia, GI onset
sepsis, severe anemia, hyperthyroidism, NYHA class
III CHF and a probable complete molar pregnancy,
the patient received MgSo4 for seizure prophylaxis,
antibiotics and Packed RBCs and was admitted to
the ward planning management options including

evacuation of the uterine content after stabilization of

the patient and securing blood and blood products.
About 12 hours after the admission to the ward, she
spontaneously expelled about 1500cc of grape like
tissues and vesicles mixed with blood (fig 2). Suction &
curettage was done to evacuate the uterus under general
anesthesia. Evacuation of the Uterus was associated
with rapid resolution of symptoms, and normalization

of blood pressure and laboratory abnormalities.
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Fig-5: Trends of Serum B-HCG

The histopathology of the specimen showed it to be
of incomplete molar pregnancy with no evidence of
malignancy (fig 3). After 09days of stay in the hospital

she was discharged in stable condition.

Fig. 2: The grapelike vesicles mixed with blood Fig. 3: The microscopic features of partial hydatidiform mole

spontaneously expelled
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Final Diagnosis was partial mole complicated by severe

preeclampsia, partial HEELP and hyperthyroidism.

DISCUSSION

Gestational trophoblastic diseases (GTD)L2,34 are
a heterogeneous group of gestational and neoplastic
conditions arising from the trophoblast. They include
molar gestations and trophoblastic tumors(fig.4).
GTD varies widely among various populations with
occurrences as high as 1/120 pregnancies in some
areas of Asia and South America, compared to 0.6-
1.1 per 1000 in the United States”. The incidence in
Addis Ababa, Ethiopia is 2.8/1000 pregnancies6. The
incidence of hydatidiform moles is greater in women
older than 40 years and younger than 20 years.
Hydatidiform moles arise from abnormal conceptions.
Molar pregnancies can be subdivided into complete
(CM) and partial moles (PM) based on genetic and
histopathological features. In a partial mole, there is
usually evidence of a fetus or fetal red blood cells8. Most
hydatidiform moles regress after suction evacuation,
and the serum and urine HCG levels rapidly return
to normal. Approximately 5-15% of patients with a
hydatidiform mole progress to gestational trophoblastic
neoplasia (GTN)9.

The Clinical manifestations of GTD include, in
decreasing order of frequency: Vaginal bleeding, Enlarged
uterus, Pelvic pressure or pain, Theca lutein cysts,
Anemia, Hyperemesis gravidarum, Hyperthyroidism,
Preeclampsia before 20 weeks of gestation & Vaginal
passage of hydropic vesicles. Very rarely, women can
present with acute respiratory failure or neurological
symptoms such as seizures; these are likely to be
due to metastatic diseaseS. Sometimes symptoms of
hyperthyroidism are seen, due to extremely high levels of
hCG which can mimic the thyroid stimulating hormone
[TSH]. Conflicting evidence exists with respect to
whether hCG is the thyrotropic factor responsible for
stimulating thyrotoxicosis 10,11,

Pulmonary insufficiency is associated with about 2% of

cases of complete hydatidiform molel2,13. In these case,

acute respiratory distress occurs after molar evacuation
and is almost invariably associated with marked uterine
enlargement, or trophoblastic embolization, and also
due to pulmonary hemorrhage 14 Extensive pulmonary
disease leads in some cases to cardiac enlargement and
prominent pulmonary conus as a result due to acute
cor-pulmonale. Other conditions include high output
cardiac failure secondary to anemia and hyperthyroidism,
eclampsia or fluid overload12.

Patients with partial hydatidiform mole usually do not
have the dramatic clinical features characteristic of
complete molar pregnancy. In general, these patients
have the signs and symptoms of incomplete or missed
abortion, and partial mole can be diagnosed after
histologic review of the tissue obtained by curettage.
Fever or evidence of a bleeding diathesis should be
investigated which is present because of uterine infection
and disseminated intravascular coagulation are variably
associated with molar pregnancy.

Ultrasound examination is helpful in making a pre-
evacuation diagnosis but the definitive diagnosis is
made by histological examination of the products
of conception. The mole grossly represents a bunch
of grapes [cluster of grapes, honeycomb uterus or
snow storm appearance?Z. | fig.2]. In one study, the
accuracy of pre-evacuation diagnosis of molar pregnancy
increased with increasing gestational age, 35-40 %
before 14 weeks increasing to 60% after 14 weeksl5.
A further study suggested a 56% detection rate for
ultrasound examination 10. The ultrasound diagnosis of
a partial molar pregnancy is more complex; the finding
of multiple soft markers, including both cystic spaces in
the placenta and a ratio of transverse to anterioposterior
dimension of the gestation sac of greater than 1.5, is
required for the reliable diagnosis of a partial molar
pregnancy 17,18 Estimation of f3 levels may be of value
in diagnosing molar pregnancies: B levels greater than
two multiples of the median may help 16,

Severe preeclampsia is extremely uncommon prior to
24 weeks gestation15‘19. The occurrence of HELLP
syndrome prior to 20 weeks gestation has been reported

only twice previously 19,20 1 the case reported by Stefos
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et al, 13, diagnosis of a partial hydatidiform mole was
suspected at 13.5 weeks gestation due to the sonographic
appearance of the placenta and the maternal serum
B- level of 200,000 mU/mL. At 18 weeks gestation,
severe HELLP syndrome was diagnosed, with abnormal
liver enzymes and platelet count < 50,000cells/mL. In
the other case reported by Sherer et al2l the diagnosis
is made with the ultrasound findings at 17 weeks
gestation, and within 24 hours of the patient’s initial
symptomatology, her condition worsened significantly,
with the development of severe HELLP syndrome with
overt hemolysis and severe thrombocytopenia with a
platelet count of 20,000cells/ml.

The case we present is unusual in that concurrent with
the ultrasound findings at the 3rd month of amenorrhea,
and within seven days of the patient’s initial symptoms her
condition worsened significantly, with the development
of severe Preeclampsia with HELLP syndrome with
high blood pressure and thrombocytopenia with severe
anemia, sepsis and hyperthyroidism. This third report
of HELLP syndrome occurring in conjunction with a
partial mole at less than 20 weeks gestation associated
with the above complications emphasizes that clinicians
should be aware of the established

unusual diagnostic characteristics of a partial mole. In

as well as the

addition, this case demonstrates the acuteness in which
life-threatening maternal conditions may arise with this
uncommon complication of pregnancy.

Suction curettage is the method of choice of evacuation
for partial molar pregnancies except when the size of the
fetal parts deters the use of suction curettage and then

medical evacuation can be usedS.
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CONCLUSION

Early and proper diagnosis and management of the molar
pregnancy and its complications is of utmost importance
despite the unusual type of molar pregnancy. Ventilator
support, cardiac failure correction and treatment
of septicemia are the supportive treatment required
until recovery in few cases23. Strict follow up and
contraception is advised to prevent confusion between
normal pregnancy and recurrent molar pregnancy. In
summary GTD may present in diverse and rare but life-
threatening condition at unexpected time in the life

span of a pregnancy.
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