West African Journal of Radiology
April 2003 Vol. 10 No. 1

TWIN PREGNANCY COMPRISING OF HYDATIDIFORM MOLE AND A FOETUS:
DIAGNOSIS AND TREATMENT

Prof. O.C. IKPEZE MRCOG, FMCOG, FWACS FICS.
DR A.O. IGWEGBE, FWACS, FICS.

Department of Obstetrics and Gynaecology,
Nnamdi Azikiwe University Teaching Hospital,
P.M.B 5025,

Nnewi, Nigeria.

Correspondence:
Prof. O.C. Ikpeze,

Department of Obstetrics & Gynaecology,
Nnamdi Azikiwe University Teaching Hospital,
P.M.B 5025,

Nnewi, Nigeria.

INTRODUCTION

The occurrence of twin pregnancy in
which a fetus coexists with hydatidi from
mole is very rare with an estimated
incidence of 1in 10,000 to 1 in 100,000
pregnanciesl. Important diagnostic tools
include ultrasound, B hCG estimation,
DNA typing and histopathology2.
Attempts to prolong pregnancy with a
view of obtaining a live birth usually fail®
and by allowing the development of a
larger mass of molar tissue, puts the
woman at a higher risk of persistent
trophoblastic disease4. The present case
was diagnosed sonographically at 11
weeks of gestation, followed by suction
evacuation of the uterus. A very
interesting feature is that the fetus and
hydatidiform mole had different amniotic
sacs with clearly demonstrable
intervening amniotic membranes.

CASE REPORT.

A 25 year old Nigerian woman presented
after 11 weeks of amenorrhoea with
intermittent vaginal bleeding of two
weeks duration. She had had 3 previous
normal term pregnancies and no history
of an abortion. Her last confinement was
one year previously. She was generally fit
and normotensive. However the uterine

size was equivalent to 24 weeks of p=—

gestation. Pelvic examination showed
that the cervix was uneffaced and closed.
Her Blood group was O. Rh(D) postive,
and urinalysis was normal without
proteinuria.

Sonographic examination was performed
using the 3.5 MHz BCF Xtrascan
abdominal sector scanner (BCF,
Livingston, Scotland). The findings (See
Figure 1) showed a diamniotic twin
gestation comprisinglof alive fetusat11
weeks 4days gestational age, determined
by crown-rump length with its own
normal placenta and a complex
echogenic and echolucent mass
representing the molar vesicular mass in
the other sac. A diagnosis of hydatidiform
mole co-existing with a normal
pregnancy was made. After counseling,
suction evacuation of the uterus was
performed. The fetus and a large quantity
of vesicular tissue were obtained. Her
post-operative period was uneventful,
chest X-rays were normal. Histological
examination confirmed a benign
hydatidiform mole. She was followed up
for one year during which period she had
barrier contraception and HCG levels
became undetectable.
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Discussion

The co-existence of a normal pregnancy
and a hydatidiform mole is very rare with
an estimated incidence of between 1 in
10,000 to 1 in 100,000 pregnanciest.
Ozumba and Ofodile have reported such
a case from the same region of Nigeria in
a 56-year-old apparently menopausal
woman3. Hsu et al have also reported a
case in which DNA typing showed that
the fetus and placenta were derived from
the mother and the father while the
hydatidiform mole was entirely of
paternal origin2. The incidence of the co-
existence of a fetus and a hydatidiform
mole will expectedly be higher in areas
where the incidences of twinning and of
hydatidiform molar pregnancy are
relatively high. The incidence of twin
pregnancy in Eastern Nigeria is 27 in
1000 pregnanciess, while hydatidiform
mole has an incidence of 1 in 12000
pregnanciesé. This co-existence therefore
presents an important, though
infrequent, diagnostic problem in this
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region. Histological and genetic studies of
molar tissues are also very important for
successful management. Basically there
are two types of benign hydatidiform
moles. A complete mole usually has a
46XX karyotype with both sets of
chromosomes being of paternal origin? ,
while a partial mole has a triploid
karyotype, with the extra set of
chromosomes being of paternal origins.
In partial mole, there is also a variable
amount of embryonic tissue development
together with the molar tissue®. The
importance of this distinction is that a
complete mole has a greater potential for
malignancy?®.

The treatment of this condition is
evacuation of the uterus, and vacuum
aspiration is considered the method of
choice, as opposed to medical induction
using oxytocic drugs which is thought to
carry an increased risk of persistent
trophoblastic diseasel0. Because of the
possibility of progression to malignant
trophoblastic disease, careful and
prolonged follow-up of such women is
required.
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HsMOLE RHD UIRBLE FETUS NMORMAL
PLACENTA CO-EXIBTING.




West African Journal of Radiology
April 2003 Vol. 10 No. 1

References
6. Egwuatu VE, Ozumba B.C.
1. Jones WB, Lauersen NH. Observation on molar pregnancy in
Hydatidiform mole with coexistent Enugu, Nigeria. Int J Gynaecol Obstet
fetus. Am J Obstet Gynecol. 1975; 1989; 29:219-228.
122:267-273
7. Lawler SD. Genetic studies on
2. Hsu CC, McConnell J, Ko TM and hydatidiform moles 11. The origin of
Braude PR. Twin pregnancy complete moles. Ann Human Gent.
consisting of a complete hydatidiform 1982: 46:209-222.
mole and fetus: genetic origin
determined by DNA typing. Br J 8. Lawler SD. Genetic studies on
Obstet Gynaecol 1993; 100:867-868. hydatidiform moles 1. The origin of
partial moles. Cancer Genet
3. Ozumba BC, Ofodile A. Twin Cytogenet 1982; 5:309-320.
pregnancy involving complete
hydatidiform mole and partial mole 9. Kaufman MH. Hydatidiform mole:
after five years of amenorrhoea. Eur J genetics and practical implications.
Obstet Gynaecol Reprod Biol 1994; Hosp Update 1988; 14:1415-1420.
53:217-218.
10. Ma HK, Wong IC, Ngan HYS. The
4. Flam F, Lundstrom V, Pettersson F. modern management of trophoblastic
Medical induction prior to surgical disease. In: Recent Advances in
evacuation of hydatidiform mole: is Obstetrics and Gynaecok)gy Ed. J.
there a greater risk of persistent Bonnar 1990; 16:3-23. Churchill
trophobstic disease? Eur J Obstet Livingstone, Edinburgh.
Gynaecol Reprod Biol 1991; 42:57-
60.
5. Ikpeze OC. Current obstetric perinatal
indicies of the Nigerian Igbo
population. Orient J of Med 1992;
4:1-3.
o5 1

w
w

[



