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Agenda:

1. Diagnosis of molar pregnancy: partial mole versus missed abortion.

2. Pitfalls in treatment of molar pregnancy:

- Cervical ripening.

- Medical evacuation.

- Oxytocin infusion.

- Post-molar care.

3.Molar pregnancy with a living fetus.

4. Recurrent molar pregnancy

5.Misdiagnosis of GTN.



Most of pitfalls is due to lack 
of GTD awareness 



❖ Gestational trophoblastic disease (GTD) is a 
proliferative disorder of trophoblastic cells. 

❖ Benign: complete and partial moles.

❖ Malignant (GTN):

-Invasive mole.

-Choriocarcinoma.

-PSTT

-Epithelioid TT.

- Postmolar GTN.



Diagnosis of molar pregnancy: 

Partial mole versus missed miscarriage



Partial moles usually present clinically as missed 
miscarriage. 

-The uterine size is usually only mildly increased or may 
be decreased for the gestational age. 

-The serum β-hCG is generally lower than in complete 
moles BUT more than missed miscarriage.



The following two criteria were found to be significantly 
associated with the diagnosis of partial mole: 

1) Ratio of transverse to anteroposterior dimension of the 
gestational sac greater than 1.5. 

2) Cystic changes, irregularity, or increased echogenicity in the 
decidual reaction/placenta or myometrium.

Fine C, Bundy AL, Berkowitz RS, Boswell SB, Berezin AF, Doubilet PM. Sonographic 
diagnosis of partial hydatidiform mole. Obstet Gynecol. 1989 Mar;73(1):414-8.



Missed miscarriage





Histopathologic examination of products of 

conception: Should be routinely performed.
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Pitfalls in treatment of molar pregnancy



RCOG- Green Top Guidelines (2020)

-Pre-evacuation: hCG, CXR, prepare blood transfusion.

-Suction evacuation: soft plastic cannula under ultrasound

guidance.

-Misoprostol or PGs for cervical ripening:

Short dose.

Just before suction evacuation.

- Oxytocin:

-At end of procedure.

- During procedure: If life-threatening bleeding.





Negligence in Prophylactic chemotherapy:

-Given for high-risk moles:  one or more of the following:

- Age > 40 yrs.

- B-hCG >100,000 miu/ml.

- Uterus>16 weeks.

- Bilateral TL cysts.

-Reduce incidence of GTN from 47 to 13 %.

Cochrane Database of Systematic Reviews, 2017



Updates in post-molar follow up:

In the past: one year then….. 6 months.

Recently 3 months for CM and 1 month for PM after hCG

normalization.

(Meta-analysis of Albright et al, 2020)

-COCs do not increase incidence of postmolar GTN or alter

pattern of regression of hCG drop.

(Lybol et al, 2022)



Molar pregnancy with a living fetus



Three types are present; commonest is twins (CM 
+ normal fetus)

1-No clear guidelines for management

2-US: exclude RP hematoma, degenerated myoma.

3-Karyotyping to exclude genetic abnormalities.

4- Serial hCG /month.

5- If no genetic or anatomic abnormalities: counseling.

6. Allow pregnancy continuation till  complications (HG, 
pre-eclampsia, AP hemorrahge).



RCOG GTG, 2020



Case 1

- A 34 years old lady, history of primary infertility 14 years.

-Long history of investigations and treatment of infertility

-She got pregnant by ICSI.

-At 16 weeks of pregnancy; she was referred for pregnancy 
termination.

- Admitted to GTD unit, MUH with diagnosis of partial mole (large 
cystic placenta, high hCG).





❖ The case were re-evaluated. Criteria oof conservative treatment were 
fulfilled. A phone call with the referring colleague to discuss the 
treatment plan.

❖ The case was counselled, discharged, and followed up with her Doctor.

-Delivery: 

At 37 weeks; CS, normal baby. The normal and abnormal placenta 
were sent for        histopathology.

-Result:    Hydropic degeneration of one placenta& other placenta was 
normal.

-Follow up after delivery: free



RCOG Green Top Guidelines, 2020





Recurrent molar pregnancy

-2-3% of molar pregnancy.

-FRHM: all pregnancies were complete mole and positive family 
history.

-As a result of NLRP7 gene mutation.

-The gene present in the wall of most oocytes.

-No role of ICSI in our community (?Egg donation).

-Natural conception is the only hope to get normal pregnancy(1-
2%)



Misdiagnosis of GTN









Egyptian National registry of GTD.



Take Home Message

 Routine histopathology of products of miscarriage.

 Treatment of molar pregnancy: Suction evacuation under 
ultrasound guidance.

 Cervical ripening just before evacuation. No prolonged use of 
misoprostol.

 No Oxytocin during evacuation.

 Prophylactic chemotherapy for high-risk mole.

 Conservative management of Twins with a mole in specialized 
units.

 Pregnancy test should be the first investigation for AUB. 



 Mobile. 01008622573

 Email. redaelshouky@hotmail.com
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