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ABSTRACT

Aims: To describe a case of hydatidiform mole coexisting with healthy and alive fetus at birth in
Mexico.

Presentation of Case: A 35 years old pregnant patient at 18+5 weeks of gestational age and a
viable fetus by ultrasound, with atypical pneumonia, plus scant bilateral pleural effusion and partial
mole implants on admission to hospital. At week 39 of gestation, the pregnancy was interrupted
abdominally; a gestation product was obtained, alive, female, and without malformations. The
patient did not present complications. The histopathological report of the placenta was compatible
with a partial mole.

Discussion: Gestational trophoblastic disease includes partial hydatidiform mole, its occurrence in
coexistence with alive and healthy fetus at birth is 0.005-0.01% respect to the total number of
pregnancies. The viability of the term of pregnancy will depend on maternal comorbidities, fetalsss
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well-being and accessible medical surveillance. The ultrasound is the main diagnostic tool. Clinical
monitoring is of vital importance after the end of pregnancy, mainly in mother, due to the risk of
developing metastatic disease and recurrence of molar pregnancy.

Conclusion: The case report described is relevant, due to its infrequency. In addition, the imaging
findings, emphasizes the importance of a complete and adequate evaluation of the placenta and
the fetus, in viable gestation conditions in coexistence with partial mole.

Keywords: Gestational
abnormalities.

1. INTRODUCTION

In gestational trophoblastic disease, one of the
less common entities is the coexistence of a
partial hydatidiform mole with a healthy, alive
fetus at birth [1]. This condition occurs between
0.005-0.01% respect to the total number of
pregnancies  [2,3]. It usually happens
sporadically, having a multifactorial etiology [4].

The serious risks and complications that can
occur during pregnancy, before and after delivery
[5] require a timely differential diagnosis,
providing the basis to proper management and
follow-up. The objective of the present work is to
describe a case of hydatidiform mole that
coexists with alive and healthy fetus at birth in
Mexico.

2. PRESENTATION OF CASE

A 35-years old pregnant patient. Pregnancy: four.
Childbirth: three. With unknown date of last
menstruation, without prenatal control, intake of
folic acid, ferrous fumarate or immunizations,
who initially attended General Hospital "La
Piedad" in La Piedad de Cavada, Michoacan,
Mexico on May 18, 2018. She had an intense
headache of frontal location with eight days of
evolution, unquantified febrile picture, dyspnea
when performing minimal physical effort; and
denying abdominal pain or transvaginal leakage.
She was hospitalized for four days due to a
probable infectious focus of a pulmonary
location. However, she was sent to General
Hospital “Dr. Miguel Silva” Morelia, Michoacan,
Mexico on May 22, 2018, due to lack of
improvement, and increased hypoxemia. At the
time of patient admission indicated by interview:
complete primary education, married, housewife,
with no chronic degenerative family history, drug
addiction, relevant infectious disease or
neoplasms. Likewise, menarche at 14 vyears,
beginning of active sexual life at 17 years, a
sexual partner, without use of contraceptive

trophoblastic disease;
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methods, negative pap smear for malignancy in
2017.

A chest x-ray confirmed an infectious pulmonary
process, which was treated; and absence of
metastasis. In the obstetric ultrasound, multiple
circumscribed, round intraplacental lesions,
typical of partial mole, were observed; without
apparent fetal alterations and a gestational age
of 18+5 weeks (Fig. 1). Estimated date of
delivery: October 16, 2018. Fetal karyotyping
was not performed due to lack of resources in
the hospital.

The results of hematic biometry, lipid profile,
thyroid function, and general urine were found in
normal ranges. The liver and blood chemistry
tests are shown in Table 1, in which minimal
alterations are observed, probably due to the
physiology of pregnancy. Negative to hepatitis B
and C antibodies, as well as HIV. Two
quantifications of B-HCG were carried out,
registering values of 18,261 and 15,801 mlU/ml.
The blood group of the patient was A Rh (+) and
her husband O Rh (-). Blood pressure in all
consultations was below 140/90 mmHg, ruling
out preeclampsia. On June 1, 2018, she was
discharged due to an improvement in her
respiratory condition. The patient was informed
of possible risks of abortion, congenital
malformations and metastasis, however, by her
decision and relatives, she continued with the
pregnancy. She was followed up, indicating a
monthly prenatal checkup, including ultrasound,
hematic biometry, liver and thyroid function tests.

The termination of the pregnancy was carried out
on October 10, 2018, via caesarian section, with
a gestational age of 39 weeks, and the patient's
hemodynamic stability. By ultrasonographic
tracing, the fetus presented right back
longitudinal cephalic position, a fetal heart rate of
145 beats/minute. An anterior corporal placenta
was observed, with cystic areas and lacunar
areas due to a partial mole (Fig. 2) in addition, a
probable subchorionic hematoma measuring 6x7
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cm. Alive newborn was obtained, female, 3,130
g, height 52 cm, cephalic perimeter 34 cm,
thoracic of 33 cm, abdominal 31 cm, foot 8 cm,
umbilical cord with three vessels, APGAR 8-9.

The amniotic fluid was normal and the
placenta was completely extracted, its
histopathological report concluded a partial mole

(Fig. 3).

Fig. 1. Ultrasound image performed on May 22, 2018, demonstrating alive and healthy fetus
with 18+5 weeks of gestation, as well as parts of the molar tissue (a); color doppler performed
on May 28, 2018 showing partial mole (b)
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Table 1. Blood chemistry and liver function tests during hospitalization

Date and time of sampling

Clinical study 22-05-2018  23-05-2018  23-05-2018  24-05-2018
01:52 a.m. 07:55 a.m. 05:54 p.m. 07:46 a.m.
Blood chemistry
Glucose (mg/dL) 66 60 73 69
Urea (mg/dL) 10.1 11.6 8.7 8.5
Blood urea nitrogen-BUN (mg/dL) 4.7 54 4.1 4.0
Glomerular filtration rate (mL/min) 133.22 137.68 140.15 137.68
Serum creatinine (mg/dL) 0.42 0.38 0.36 0.38
Uric acid (mg/dL) 2.31 1.20 1.20 1.50
Cholesterol (mg/dL) - - - 150.5
Triglycerides (mg/dL) - - - 466.20
Lactic dehydrogenase (UI/L) - - - 899
Liver function tests
Aspartate aminotransferase (U/L) 274 177 - 181
Alanine aminotransferase (U/L) 137 108 - 119
Alkaline phosphatase (U/L) 125.3 121.0 - 200.0
C-reactive protein (mg/L) 169.0 242.4 - 97.6
Total proteins (g/dL) 4.2 4.4 - 5.9
Albumin (g/dL) 21 2.0 - 28
Globulins (g/dL) 21 24 - 3.1
AJG ratio 1.0 0.8 - 0.9
Total bilirubin (mg/dL) 1.18 1.04 - 1.40
Direct bilirubin (mg/dL) 0.88 0.76 1.10
Indirect bilirubin (mg/dL) 0.30 0.28 0.30
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Fig. 2. Ultrasound images performed on October 10, 2018, showing a healthy and alive fetus
with 39 weeks of gestation, as well as parts of the molar tissue (a) color doppler showing
partial mole (b)
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Fig. 3. Macroscopic (a) and microscopic (b) section of the placenta

3. DISCUSSION

Gestational trophoblastic disease includes a
large number of tumors that are interrelated, and
with different propensities for local invasion and
metastasis. Presenting as complete and partial
hydatidiform mole, invasive mole,
choriocarcinoma, placental site trophoblastic
tumor, and epithelioid trophoblastic tumor [5,6].

The incidence of gestational trophoblastic
disease varies according to the geographical
area [7], in Mexico it is estimated to be 2.4 per
1,000 pregnancies; in invasive mole 1 in 40
molar pregnancies, and in 1 in 150,000 normal
pregnancies [8]. In the case of partial
hydatidiform mole, its occurrence in coexistence
with alive and healthy fetus at birth worldwide is
between 0.005-0.01% with respect to the total
number of pregnancies [2,3].

Risk factors related to gestational trophoblastic
disease are: under 20 years or older than 35
years, enlarged uterus, bilateral luteal cysts,
blood types (A and AB), recurrent pregnancy
loss, hyperthyroidism, molar pregnancy prior and
use of contraceptives methods [9,10]. The only
factor that matches this case report is blood

group type.
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Viability at term of pregnancy will depend on
maternal comorbidities, fetal well-being and
accessible medical surveillance [7] coinciding
with the present case report, since the patient
and the fetus did not develop complications.
Carrying out clinical studies (hematic biometry,
blood chemistry, liver and thyroid function tests,
B-HCG) during pregnancy are of vital importance
[11,12].

In addition to the follow-up of clinical studies,
ultrasound is the main diagnostic tool to early
and adequate identification of possible
gestational trophoblastic disease [12]. Clinical
follow-up has a vital importance after the end of
pregnancy, mainly in mother, due to the risk of
developing metastatic disease and recurrence of
molar pregnancy. Therefore, the
histopathological study of the placenta is a
required [13].

4. CONCLUSION

The case report described is relevant, due to its
infrequency, in addition the imaging findings,
emphasizes the importance of a complete and
adequate evaluation of the placenta and the
fetus in viable gestation conditions in coexistence
with partial mole. The viability of the term of
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preghancy will depend on maternal
comorbidities, fetal well-being and accessible
medical surveillance. Clinical monitoring has vital
importance after the end of pregnancy, mainly in
mother, due to the risk of developing metastatic
disease and recurrence of molar pregnancy.
Finally, it is recommended to continue a research
related to the subject, in order to provide
alternatives that improve maternal and perinatal
health.
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