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Partial molar pregnancy is a rare entity in which there is usually a triploid abnormal fetus
associated with a large placenta with cystic changes. The incidence of a normal diploid
fetus and a partial molar placenta is extremely rare. Here we report a case of partial molar
pregnancy in which a normal appearing male fetus with diploid karyotype coexist. A
focal placental abnormal region was detected at 11 week of gestation as enlargement
associated with cystic changes. Fetus showed no obvious abnormality. The patient underwent amniocentesis and the result was compatible with a normal diploid male fetus.
Regarding these ﬁndings the patient continued her pregnancy under close observation
and advanced sonographic evaluations were made to rule out other differentials.
There were no obstetric complications until the 26th gestational week when preterm
rupture of the membranes occurred. The patient underwent induced vaginal delivery and the
products were sent for pathologic evaluation which conﬁrmed the partial molar changes.
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1. Introduction
A partial molar pregnancy is a variation of a molar pregnancy
in which an embryo either develops incompletely or with multiple structural anomalies [1].
In this kind of abnormal pregnancy, the egg usually receives
two sets of chromosomes from the father, usually because two
sperm have fertilized the egg. The egg now has 69 chromosomes, instead of the normal 46 [1].
Most pregnancies in which molar change has been reported
in association with a normal fetus represent a dizygotic twin
pregnancy with one complete hydatidiform mole and other
normal twin with clearly distinguishable molar regions in the
placenta [2].
We present a case of singleton pregnancy in which placental
molar change was associated with normal appearing dizygotic
fetus.

2. Case report
The patient was a 23 year old white woman with ﬁrst
trimester spotting. She was on her second pregnancy and the ﬁrst
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was a normal live birth. No personal or familial history of genetic abnormalities was detected.
Ultrasound examination revealed a singleton pregnancy with
no fetal structural abnormalities and fetal biometry consistent
with gestational age (11w + 4d). There was a fundal placenta
with focal area of enlargement in its central part associated with
numerous lucent cyst (central placental diameter was about
75 mm) (Figure 1). No other separate normal placental tissue
was detected. The umbilical cord attached to the central placenta
adjacent to the focal abnormality. Maternal serum b-HCG level
was 64 750 mIU/mL.
The patient underwent amniocentesis at her 13w + 4d and the
karyotype was 46xy compatible with apparently normal male
fetus.
Even though no other signiﬁcant abnormalities were noted
during serial examinations, the risk of subsequent fetal and
maternal complications was explained to the patient and her
family. The patient elected to continue her pregnancy and received
close observation at outpatient clinic. During that period, evaluation revealed no obstetric complication. Maternal serum titers of
b-HCG were found to be 37 098 mIU/mL and 36 000 mIU/mL at
18 and 22 weeks gestation respectively. The serial biometrics of
the fetus were measured every 2 weeks from weeks 18 to 24 and
showed a normal growth pattern corresponding to the gestational
age. By ultrasound, the placenta showed mild enlargement up to
100 mm width in its central part in 21 weeks gestation.
No evidence of placental insufﬁciency such as growth
retardation or oligohydramniosis was detected in the course of
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Figure 1. Ultrasound examination.

follow-up. The biophysical proﬁle and non-stress test was
evaluated biweekly.
The clinical course was smooth until the 26th gestational
week, when the patient was admitted to the labor room due to
premature rupture of the membranes. Admission laboratory
ﬁndings of the patient included hemoglobin 11.5 g/dL and
platelet count 247 × 104/mm3. The serum titer of b-HCG was
5 258.1 mIU/mL. Ultrasonography showed macerated fetus with
decreased amniotic ﬂuid index. The patient went under a
induced vaginal delivery and the pregnancy products were sent
for pathologic evaluation.
Pathological study showed placental tissue measuring
20 × 15 × 5 cm and weighting 1 100 mg. Umbilical cord measures 20 cm in length and 1 cm in maximum diameter. Multiple
vesicles with maximum diameter of 2 cm on the maternal surface of the placenta were seen. The histopathologic ﬁndings
were compatible with a partial molar pregnancy.
The serum titer of b-HCG of the mother decreased to undetectable levels 1 month after delivery without any chemotherapy. She was doing well and in follow-up sonography no
evidence of retained tissue or recurrence was detected after 6
months.

3. Discussion
Partial molar pregnancy with coexisting fetus is a rare
complication with the incidence of 0.005%–0.01% of all the
pregnancies [3]. It usually derives from dispermic fertilization of
a haploid normal oocyte and produces a triploid set of
chromosomes [4]. Ultrasonography has made it possible a
diagnosis of a hydatidiform mole and co-existent fetus in the
ﬁrst trimester. US ﬁnings include a greatly enlarged placenta
relative to the size of the uterine cavity associated with cystic
spaces (“molar placenta”) [5]. An amniotic cavity (gestational
sac) was found, either empty or containing amorphous
inappropriately small fetus with multiple structural anomalies.
However in some situations molar changes in placenta is
associated with a normal diploid fetus. In cases of such association other possibilities should be considered. The ﬁrst is a twin
pregnancy with one normal fetus (normal placenta) and another
complete mole [6], so the ﬁrst evaluation is looking for a normal
separate placenta.
In cases of a singleton normal fetus with partial molar
placenta, the fetus must have normal karyotype to survive in
utero, although its placenta can have some chromosomal variation, from diploidy of the amnion to triploidy of the chorionic
villi [7]. From this clinical perspective, there are two different

types of US ﬁndings in the placenta: the focal and diffuse
molar changes [8]. The former shows a normal placenta with a
focal area of hydropic changes as in the case of our patient.
The difference between a focal partial molar degeneration and
twin pregnancy with complete mole could be challenging by
ultrasound per se because they both present with two distinct
regions of the placenta. A practical method is to follow the
fetus umbilical cord. If it connects to the molar placenta one
could exclude the twin pregnancy, but if the cord insertion is
in normal placental site differentiation of two entity is not
possible by US.
Another consideration in the setting of focal vascular
placental lesion associated with normal diploid fetus is placental
tumor such as chorioangioma. However the differentiation is
made by its sonographic feature which shows a wellcircumscribed lesion with different echo pattern from the rest
of the placenta, and can be located on the fetal placental surface
or protruding into the amniotic cavity. The sonographic diagnosis of chorioangioma is based upon an increased vascularity or
a large feeding vessel inside the tumor with the same pulsation
rate as in the umbilical cord [9] the ﬁnding that is absent in molar
placenta. Another uncommon vascular placental lesion should
be kept in mind as a rare differential diagnosis is placental
mesenchymal dysplasia (PMD).
It has been documented to be more in female fetuses with a
F:M of ~3.5:1 [10]. The sonographic appearance of PMD is a
thickened placenta with hypoechoic areas [11]. Although PMD
may be associated with different patterns of blood ﬂow with
advancing gestation, the absent or low venous signals inside
the placental lesion (at least during the ﬁrst two trimesters)
may be of value in differentiating PMD from chorioangioma
or a molar pregnancy that are characterized by high velocity
blood ﬂow [12].
Management of molar changes associated with normal
appearing fetus still remains challenging. The serum b-hCG
level can be a helpful marker, when the serum b-hCG level remains greater than 106 mIU/mL, TOP (termination of pregnancy) should be considered. In contrast, in cases of successful
pregnancy outcomes with viable fetuses, the serum b-hCG level
usually starts to decline from the beginning of the second
trimester, and sonography usually reveals a decrease in the size
of the molar portion of the placenta [13].
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