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ABSTRACT

Article type:
Case report

Partial or complete hydatidiform mole (HM) affects approximately 1 in 1000
pregnancies. Partial mole is a rare form of ectopic pregnancy. In this report, a female case
(gravida 4, parity 1, abortion 1) with a history of right tubal ectopic pregnancy was
presented. A left ectopic pregnancy was detected and our case underwent laparoscopic
left salpingectomy after failure of intramuscular methotrexate treatment. After the
surgery, pathological examination revealed partial mole pregnancy.
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Introduction

Today, the incidence of ectopic pregnancy
(EP) increased 20 per 1000 pregnancies (1).
Partial or complete mole affects approximately
one in 500-1000 pregnancies. Therefore, the
incidence of molar pregnancy is extremely rare
(2). Given the increased incidence rate of this
condition, the probability of a molar ectopic
pregnancy would be the incidence of EP (0.02)
multiplied by the incidence of molar pregnancy
(0.001). While the exact cause of a molar
pregnancy remains un-known, certain epidemiologic features of complete and partial mole
differ markedly (3). Risk for partial mole is
associated with the use of oral contraceptives
and a history of irregular menstruation;
however, dietary factors have no role in this
regard (4). Although EP and molar pregnancies
rarely occur, almost 40 cases of hydatidiform
mole have been reported up to this day (4). In
this report, a 25-year-old pregnant woman
presenting with ectopic molar pregnancy was
assessed.

Case report

A 28-year-old pregnant woman (gravida 4,
parity 1, abortion 1, EP 1) referred to the
emergency department of a hospital with slight
vaginal bleeding and retarded menstruation (five
days) on June 20, 2012. A qualitative pregnancy
test yielded positive results. Our case had normal
mensural cycles (every 28-30 days) and a history
of right salpingectomy due to hemoperitoneum
and rupture of right tube in her previous EP three
years ago.
After the last salpingectomy, her contraception was withdrawal. Vital signs of the patient
were stable upon admission to the emergency
unit and general examination revealed normal
results. No adnexal masses were detected after
pelvic examination. Moreover, serum B-HCG was
4300 mIU/ml upon admission. Transvaginal
ultrasonography demonstrated an empty uterus
with an endometrial thickness of 5 mm and
normal adnexa.
After 48 hours, B-HCG titer was 8900
mIU/ml and a repeat scan revealed an empty
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uterus with the presence of a hypoechoic mass
(15×15 mm) beside the left ovary. Treatment
of choice was methotrexate (MTX) therapy due
to a history of right salpingectomy and lack of
patient's authorization to undergo a specific
medical surgery.
liver function test, complete blood cell count
and blood creatinine were within the normal
range. Our case was administered with MTX (50
mg/m2, intramuscularly) on June 22, 2012. Four
days after the injection, her serum B-HCG titer
increased to 14850 mIU/ml. At this point, ultrasound examination indicated an increase in the
left ovarian heterogenic mass to 28×17 mm.
Laparoscopy under general anesthesia was
recommended for the patient on June 25, 2012.
Some adhesion of small bowel and omentum to
posterior surface of uterus without the right tube
were observed in the case. Ampullary segment of
the left tube was dilated and congested, and the
left salpingectomy was performed. Following
that, serum B-HCG titer decreased to 3444
mIU/ml on June 26.
Patient was discharged in good condition three
days after the laparoscopic surgery. Pathological
examination of the placenta revealed the presence
of a partial hydatidiform molar pregnancy. In
addition, results regarding the level of beta-HCG
were unremarkable seven days, and one and three
months after the surgery.

Discussion

In this report, a case was presented with a rare,
ectopic molar pregnancy. While literature review
revealed that the prevalence of molar pregnancy
(partial or complete) is approximately one in 500–
1000 pregnancies, there is still the possibility of a
mole in the EP (4, 5). To date, 132 cases with this
condition have been reported (6).
In a study by Burton et al., it was reported that
partial hydatidiform mole in tubal ectopic is a
rare occurrence, which is mostly overdiagnosed
(7). We reviewed all pathological specimens of
the patient and final diagnosis was confirmed. It
is noteworthy that molar and non-molar EPs
could not be differentiated based on differences
in the B-HCG levels. Although B-HCG levels in
tubal molar pregnancy increased in this report,
they are usually lower than what is usually
observed in a molar intrauterine pregnancy due
to insufficient fertilization and vascularization in
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the fallopian tube (8).
While the level of B-HCG was high in this
report, clinical diagnosis of a molar pregnancy is
difficult and might lead to false positive diagnosis.
Several risk factors for ectopic pregnancy have
been identified, including previous EP, pelvic
inflammatory disease, tubal ligation, tubal
surgery and an intrauterine contraceptive device
in place. Nevertheless, 75-50% of EPs have no
obvious risk factors (9).
Relying on presenting signs, symptoms or
laboratory tests could not help us differentiate
molar EP from patients with tubal pregnancies.
In tubal gestational trophoblastic disease (GTD),
vaginal bleeding and lower abdominal pain are
commonly observed, followed by amenorrhea.
However, 60% of females with ectopic
gestations had ruptured tubal hydatidiform
mole at the time of presentation, which is more
than usual ectopic pregnancy (10). The present
case had rupture of molar ectopic pregnancy
after admission.
Some of the symptoms of hydatidiform mole
are abdominal pain and vaginal bleeding (10).
This condition can also mimic the usual
symptoms of ectopic pregnancy. In the present
case, late diagnosis occurred due to lack of any
specific sign or symptom. Management of
ectopic molar gestation should include
immediate surgical removal of contraceptives.
Laparoscopic therapeutic intervention has been
regarded as the gold standard to diagnose such
conditions (11). Since the majority of molar EP
patents have ruptured fallopian tube upon
admission, most of the patients undergo surgical
salpingectomy (12).
Histopathology examination is needed for the
diagnosis of hydropic products of conception,
partial hydatidiform mole and complete
hydatidiform mole. Final diagnosis is hard and
there is a probability of error (7). Pathological
examination in this case was according to partial
molar pregnancy. Bercowits et al. revealed 66% of
cured cases, and it seems that ectopic molar
gestations have good prognosis similar to other
forms of GTD (10).
Persistent tumor, usually non-metastatic,
develops in approximately 2-4% of patients
with a partial mole, and chemotherapy is
required to achieve remission (13). Fortunately,
the present patient had remission after the
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surgery.

Conclusion

Ectopic partial molar pregnancy is a rare
condition and a high index of suspicion is needed
to detect this condition. Moreover, pathological
examinations are essential to the induction of
ectopic pregnancy. In suspicious cases, level of
serum B-HCG titer must be evaluated.
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