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Abstract 
Partial mole occurs after intrauterine  insemination and  healthy fetuses are rare in the 
literature. 
Partial hydatidiform mole occurred in a quintuplets pregnancy following an intrauterine 
sperm injection procedure performed for male factor infertility. Both  gestational sacs  were  
broken on the eighth week of gestation. Diamniotic dichorionic other  twin pregnancies with a 
gestational sacs presented  with two heartbeats on the 17th week of gestation, and fetuses 
developed normally. The gestational sac evolved from one of the partial molar pregnancies. 
Massive vaginal bleeding and excessive growth of the uterus necessitated termination of the 
pregnancy via therapeutic abortion on the 17th gestational week. Twins enclosed with their 
cords to a normal placental mass were consigned, accompanied by an abnormal placental 
mass which was a partial hydatidiform mole. Histological inspection of the curettage 
specimen was reported as a partial mole. The patient was followed-up for one  year after 
abortion with no complications. Our aim in this case, the treatment of  multiple pregnancies 
occurring  vaginal bleeding should be considered necessarily be partial mole, and complete 
mole and early diagnosis. Late diagnosis; both psychological and physical travma to the 
motter. 
 
 Introduction 
 
Gestational trophoblastic disease is a group 
fascinating of pregnancy disorders 
characterized by abnormal proliferation of 
trophoblasts, ranging from benign to 
malignant. Because the disease is 
uncommon, there is a need to formulate 
treatment methods with the assistance of 
clinical information. Partial hydatidiform 
mole is a milder version of the complete 
form, including both normal and cystic 
villi with focal trophoblastic hyperplasia; 
there is fetal development or indication of 
previous fetal presence. Partial moles are 
property triploid with 46 chromosomes 
coming from the father. The pathogenesis 
is accounted by dispermic fertilization of 

an ovum or monospermic fertilization with 
duplication of the paternal haploid 
chromosome. Partial moles are triploid but 
a minority are normal diploid; regardless 
of the karyotype; however, partial moles 
do not have a high propensity for 
malignancy (1). Exceptionally, some of the 
contradictions between cytogenetic and 
histological classifications of hydatidiform 
mole may be explained by a diploid 
biparental partial mole, which seems to 
constitute a separate subgroup within 
hydatidiform mole (2). This study reports a 
case of partial hydatidiform mol following 
intrauterine inseminasyon (IUI). IUI was 
used fertilization method because there 
was male factor infertility due to 
oligoastenospermia. Possible predisposing 
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factor, for partial hydatidiform after IUI are also discussed. 
 
 
 
Case 
A 27-year-old woman and her husband, 
who had five years of secondary infertility, 
were referred for treatment with 
intrauterine insemination (IUI). Semen 
analysis was anormal. The patient was 
treated as an outpatient for intrauterine 
insemination and, the patient was admitted 
to our clinic with a rotary units a week. In 
obstetrical ultrasonography; three 
gestational sacs were observed. One week 
after examination revealed five gestational 
sacs. 
Three of these were monitored regularly 
and observed to was one of the sac 
irregular. One week later, the patient was 
admitted to hospital with excessive vaginal 
bleeding. The ultrasound examination of 
the fetal sacs showed that two of these 
were not completely broken, however the 
third pouch was broken. The patient was 
hospitalized. One unit of red blood cell 
transfusion was administered. One week 
later examination of the patient after 

discharge indicated two healthy fetuses; 
the remaining three sacs were completely 
resorbed and subchorionic hematoma was 
observed to occur. Taking into 
consideration all of the risks involved, the 
family decided to continue the pregnancy. 
During the 17th gestational week the 
patient was diagnosed with molar 
pregnancy, with excessive uterine growth 
and expansion, and the mole was viewed 
through ultrasound (Figure 1). After 
excessive vaginal bleeding, and the parents 
decided to terminate the pregnancy. Two 
fetuses (170 g male and 180 g female) 
were delivered attached with their cords to 
a normal placental mass (Figure 2a). There 
was another placental mass of about 600 
cm3 containing hydropic vesicules. 
Pathological inspection display partial 
trophoblastic proliferation and hydropic 
degeneration, so the diagnosis was partial 
hydatidiform mole in a quintuplet 
pregnancy (Figure 2b). Examination after 
one week showed b-HCG level was 10,600 
U/L. The one year follow-up was 
uneventful. 
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         Figure 1: 17th pregnancy week twin fetüs and two normal placenta  and mol 
                         hydatidiform 
         ( ↓ ):Mol hydatidiform 
         (→):Normal placentas 
         ( * ):Twin fetuses 

 

 
    Figure 2:a)Normal placenta 

 
                  Figure 2:b)Partial mol hydatidiform 

Discussion 
Molar tissue coexistent with viable twin 
fetuses and dead twin fetuses, as observed 
in the second pregnancy of our case, can be 

a complete mole in a triplet pregnancy, a 
partial mole in a quintuplets pregnancy, or 
a partial mole in a triplet pregnancy. Our 
diagnosis was the second option according 
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to the macroscopic and microscopic 
findings. Unhappily, we were not able to 
perform the chromosomal analyses of the 
abnormal and normal appearing placental 
tissues and the fetuses under that 
emergency situation. Women with 
complete or partial hydatidiform moles 
have improved risk of molar gestation in 
the subsequent pregnancies (3). The 
repetition are generally of the same 
histological type (4,5). 
       High incidence of triploid embryos 
consequent IVF has been recorded in a 
woman with recurrent gestational 
trophoblastic disease, representing a 
possible oocyte defect (6). 
Intracytoplasmic sperm injection (ICSI) 
might overcome dispermic fertilization but 
is not a warranty for the prevention of 
triploidy (7). There is a few case repord of 
a partial molar pregnancy following ICSI 
and assisted zona hatching in the literature 
(8). The molar tissue was diploid and fetus 
has in that case. Its pathogenesis was 
accounted by the trophoblastic 
transformation of the embryonic inner cell 
mass at a stage just prior to the laying 
down of the ectoderm. Thus, the molar 
vesicles were shaped as well as the 
primitive mesoderm in the villous core. 
Another feature is that fetal red blood cells 
can sometimes be observed in the fetal 
blood vessels. Trophoblastic proliferation 
is less than in a complete mole. As in our 
case, sometimes these can be seen as 
macroscopic vesicles. However, 
microscopic vesicles are often seen as 
fetuses reach maturation. This might also 
be feasible for our case. In reality, the 
investigation of two pronuclei for the 
confirmation of fertilization in IVF 
procedures, rules out the presence of 
triploidy at that state. Preimplantation 
genetic diagnosis (PGD) might approve 
diploidy at a later stage, and preserve 
against triploid partial moles which result 
from mechanisms other than dispermic 

fertilization (9). However, these 
procedures likely cannot fully prevent the 
development of partial hydatidiform mole, 
especially the ones with a diploid 
karyotype. 
     
The diagnosis of molar pregnancy could 
not be diagnosed ultrasonographically in 
the first few weeks of pregnancy of our 
patient. In our patient management and 
diagnosis of molar pregnancy week by 
ultrasonography considered eleventh 
pregnancy. The most common 
manifestation in partial moles is the entity 
of translucent space within the placenta 
(10). Serum-hCG titers might be useful but 
not absolutely diagnostic (11). In doubted 
cases, histological confirmation is possible 
from the chorionic villous samples. Molar 
pregnancy follow-up may be tested as long 
as there are no complications such as 
preeclampsia, hyperthyroidism, vaginal 
bleeding or metastatic disease (12). In our 
patient preeclampsia, hyperthyroidism and 
metastatic disease did not develop. As 
such, the optimal administration is 
contention and pregnancy termination 
might be another choice (13). Our patient 
presented with excessive vaginal bleeding 
and therefore there was an immediate 
termination of pregnancy after obtaining 
approval from the family. One week 
following the b-HCG level was at 10,200 
U/L; however, two weeks later this 
declined to 1,600 U/L. There was no 
problem at the patient’s one-year follow-
up. 
 

References 
1. Ohama K, Ueda K, Okamoto E, 
Takenaka M, Fujiwara A. Cytogenetic and 
clinicopathologic studies of partial moles. 
Obstet Gynecol 1986; 68: 259- 262. 
2. Vejerslev LO, Sunde L, Hansen BF, 
Larsen JK, Christensen IJ, Larsen G. 
Hydatidiform mole and fetus with normal 



                                                                                         Case Report  
                       International Journal of Basic and Clinical Studies (IJBCS) 
                                         2013;2(2): 122-126 Agacayak E et al.  
 

 126 

karyotype: Support of a separate entity. 
Obstet Gynecol 1991; 77: 868- 874. 
3. Berkowitz RS, Tuncer ZS, Bernstein 
MR, Goldstein DP. Management of 
gestational trophoblastic diseases: 
subsequent pregnancy experience. Semin 
Oncol 2000: 27: 678- 685. 
4. Sebire NJ, Fisher RA, Foskett M, Rees 
H, Seckl MJ, Newlands ES. Risk of 
recurrent hydatidiform mole and 
subsequent pregnancy outcome following 
complete or partial hydatidiform molar 
pregnancy. BJOG 2003; 110: 22- 26. 
5. Narayan H, Mansour P, McDougall 
WW. Recurrent consecutive partial molar 
pregnancy. Gynecol Oncol 1992; 46: 122- 
127. 
6. Pal L, Toth TL, Leykin L, Isaacson KB. 
High incidence of triploidy in in-vitro 
fertilized oocytes from a patient with a 
previous history of recurrent gestational 
trophoblastic disease. Hum Reprod 1996; 
11: 1529- 1532. 
7. Dalmia R, Young P, Sunanda GV. A 
case of triploidy. Fertil Steril 2005; 83: 
462- 463.  
8. Wood SJ, Sephton V, Searle T, Troup S, 
Kingsland C. Partial hydatidiform mole 

following intracytoplasmic sperm injection 
and assisted zona hatching. BJOG 2002; 
109: 964- 966. 
9. Reubinoff BE, Lewin A, Verner M, 
Safran A, Schenker JG, Abeliovich D. 
Intracytoplasmic sperm injection combined 
with preimplantation genetic diagnosis for 
the prevention of recurrent gestational 
trophoblastic disease. Hum Reprod 1997; 
12: 805- 808.  
10. Naumoff P, Szulman AE, Weinstein B, 
Mazer J, Surti U. Ultrasonography of 
partial hydatidiform mole. Radiol 1981; 
140: 467- 470. 
11. Block MF, Merrill JA. Hydatidiform 
mole with coexistent fetus. Obstet Gynecol 
1982; 60: 129- 134. 
12. Marcorelles P, Audrezet MP, Le Bris 
MJ, Laurent Y, Chabaud JJ, Ferec C, et al. 
Diagnosis and outcome of complete 
hydatidiform mole coexisting with a live 
twin fetus. Eur J Obstet Gynecol Reprod 
Biol 2005; 118 ( 1 ) : 21- 27. 
13. Matsui H, Sekiya S, Hando T, Wake N, 
Tomoda Y. Hydatidiform mole coexistent 
with a twin live fetus: a national 
collaborative study in Japan. Hum Reprod 
2000; 15: 608- 611. 

 
 
  

 
 
 
 


