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Complete Molar Pregnancy at Very Advanced Maternal Age
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ABSTRACT
We are presenting a case of a 57-year-old patient with a complete hydatidiform mole who was presented to 
the emergency department with heavy vaginal bleeding and symptomatic anemia. Pelvic ultrasound and level 
of serum beta-human chorionic gonadotropin (β-HCG). Histopathology showed secretory phase endometrium 
with aria Stella reaction and trophoblasts. Total abdominal hysterectomy and bilateral salpingo-oophorectomy 
were the best approaches for the patient to prevent the sequelae of gestational trophoblastic diseases. The serum 
β-HCG level significantly dropped during the follow-up period. Pregnancy rates during the perimenopause are 
extremely rare, and the majority of pregnancies that do occur at this age are abnormal2
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INTRODUCTION
Gestational trophoblastic disease (GTD) is more common in women 
of reproductive age. but occurs in postmenopausal, which is extremely 
rare1 . It includes a spectrum of conditions such as complete or partial 
hydatidiform mole (CHM and PHM), invasive mole, choriocarcinoma, 
and placental site trophoblastic tumor3. Hydatidiform mole is 
an abnormal type of   pregnancy characterized by   trophoblastic 
proliferation (both cytotrophoblast and syncytiotrophoblast) and 
vesicular swelling of placental villi associated with an absent or 
abnormal fetus or embryo3 . 

Disorders are more common in a complete mollar pregnancy, with the 
absence of fetal tisue, and their genetic material is mostly derived from 
duplication from the father's haploid set (46xx)4. Age of the patient 
and previous history of hydatidiform mole are the two most common 
risk factors. At the age of <21 years and >35 years, the risk of having 
a complete mole is 1.9 times higher, and at age >40 years, the risk 
increases by 7.5 times2. The aim of this case report is to present a very 
rare case of molar pregnancy in a perimenopausal woman.

CASE PRESENTATION  
We are reporting a case of 57-year-old patient known to have 
hypertension referred from the emergency department at King Hamad 
University Hospital as a case of heavy vaginal bleeding. The patient 
presented with heavy vaginal bleeding for 5 days with passing clots. 
She is para 8; previous all normal vaginal deliveries; last childbirth 
was 20 years ago; her period is regular; she had the same attack 
of heavy bleeding before but didn’t seek any medical advice for 
bleeding or for late menopause; she had only a scan 1 month before 
her presentation and was told she has a fibroid uterus; all labs were 
done for her in the emergency department, which showed a positive 
pregnancy test; beta-human chorionic gonadotropin (β-HCG) was 
50000; and her hemoglobin was 8.1 gm/dl; and an ultrasound pelvis 
was requested for her, which showed Large complex solid pelvic 
mass showing innumerable variable-sized small cystic areas, roughly 
measuring ~16x11x13.5 cm? (could be representing cystic endometrial 
hyperplasia/carcinoma, less likely degenerated fibroid), patient 

discharged with urgent follow-up appointment in clinic as provisional 
diagnosis was given as choriocarcinoma of the uterus or endometrial 
carcinoma (Figure 1).

Patient presented again after 3 days to the emergency department 
with dizziness, palpitation, and heavy vaginal bleeding, so patient 
was admitted for blood transfusion of 3 units of PRBC as hemoglobin 
dropped from 8.5 to 7.9 and then 7.3 gm/dl in 3 days. The physical 
examination showed hemodynamic stability (blood pressure 158/78, 
pulse 95). On vaginal examination, the cervix was opened, and small 
tissue was obtained from the cervix. Transvaginal ultrasound showed 
vesicular mass inside the uterus matched with a complete mole. The 
tissue was sent for histopathology (Figure 2), and the result confirmed a 
complete mole. On the other hand, the thyroid stimulation test was low, 
matching a picture of hyperthyroidism secondary to a complete mole. 
Brain MRI and CT chest were done to exclude gestational trophoblastic 
neoplasia; all were negative for any lesions. The decision was taken for 
total abdominal hysterectomy and bilateral salpingo oophorectomy in 
view of patient age and continuous vaginal bleeding. patient received 
2 units of PRBC intraoperatively and was stable during her period of 
admission. BHCG was followed after the procedures 6149 (Day 1), 
1593 (Day 7), and 288 (Day 14), then dropped to BHCG 70 on day 
26 and became negative after 1 month from the procedure (Figure 3).

Figure 1.  Showing ultrasound for molar pregnancy ( honeycomb 
appearance)
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Figure 2.  Showing gross picture of suction of molar materials 

Figure 3.  Histopathology of molar pregnancy The arrow shows the 
invasion of molar component to the uterine myometrium 

DISCUSSION 
Molar pregnancies can be subdivided into complete and partial 
molar pregnancies based on genetic and histopathological features. 
Molar pregnancies are categorized into complete and partial types 
based on genetic and histopathological characteristics. Gestational 
trophoblastic disease (GTD), which includes hydatidiform mole, 
invasive mole, choriocarcinoma, and placental site trophoblastic tumor 
(PSTT), is relatively rare. Research indicates ethnic differences in the 
incidence of GTD within the UK, showing higher rates among Asian 
women compared to non-Asian women (1 in 387 versus 1 in 752 live 
births, respectively). The occurrence of GTD is also linked to the 
age at conception, with increased rates at the age extremes (1 in 500 
pregnancies for women under 15 years old and 1 in 8 pregnancies for 
women over 50 years old). Gestational trophoblastic neoplasia (GTN) 
can arise following a molar pregnancy, a non-molar pregnancy, or a 
live birth, with an incidence of 1 in 50,000. Following a live birth5,6,7. 
The risk for women over 40 increases significantly, by approximately 
7.5 times2. Tsukamoto et al. documented 20 cases of GTD in women 
over 50, including 25 hydatidiform moles, 40 invasive moles, and 25 
choriocarcinomas. Detecting GTD in women over 50 is challenging 
due to the expectation of menopause and the frequent oversight or 
dismissal of the possibility of pregnancy8.

Vaginal bleeding is the predominant symptom in molar pregnancies, 
being present in about 60% of cases9. Less frequent scenarios involve 
hyperthyroidism onset pre-eclampsia or abdominal distention caused 
by theca lutein cysts. In instances, women might exhibit symptoms like 
coughing up blood, sudden respiratory issues, or neurological signs 
such, as seizures, which are probably linked to metastatic spread9. 
These presentations have matched the case we have in hand, which 
presented to the emergency department with irregular vaginal bleeding 
and symptomatic anemia at the age of 57.

Diagnosing GTD in women, above the age of 50 can pose challenges 
due to the assumption of menopause, which can sometimes result 
in overlooking or dismissing the possibility of pregnancy10. The 
diagnostic procedure involves a review of history, checking β HCG 
levels, conducting a gynecologic examination, and performing pelvic 
ultrasonography. Ultrasonography stands out as the method for 
diagnosing molar pregnancies, which are identified by the distinctive 
"snowstorm" appearance caused by hydropic degeneration, in the 
chorionic villi8,11.

Ultrasound technology used in the stages of pregnancy has made it 
possible to detect pregnancy sooner. Studies conducted by Soto Wright 
et al. revealed a trend of diagnosing pregnancy, at gestational ages, 
with the average age decreasing from 16 weeks in the period between 
1965 and 1975 to 12 weeks from 1988 to 1993. Recent data shows a 
decrease in the gestational age at diagnosis to 9 weeks from 1994, to 
2013 (9). A study involving women who visited an early pregnancy 
unit found that ultrasound accurately diagnosed 88.2% of complete 
molar pregnancies and 56% of partial molar pregnancies9,12.

Depending on factors such as age, desire for future fertility, and the ability 
to adhere to follow-up care after molar evacuation, treatment options 
include suction curettage, chemotherapy, or hysterectomy13. Advanced 
maternal age increases the likelihood of spontaneous abortion or molar 
pregnancy, as might have occurred with our patient. The incidence of 
malignant postmolar sequelae following suction curettage is reported 
to be 56.3% in women over 50 years old. Hysterectomy offers the 
benefit of concurrent treatment, sterilization, and a reduction in the 
risk of developing postmolar gestational trophoblastic tumor (GTT)14. 
Nonetheless, there remains an 8–20% risk of postmolar GTT in elderly 
patients after hysterectomy, thus necessitating regular monitoring with 
serum β-HCG14,15. Given that our patient was postmenopausal and had 
no further fertility aspirations, we opted for hysterectomy.

CONCLUSION
While molar pregnancy in postmenopausal women is extremely 
uncommon, the potential for severe complications necessitates 
including gestational trophoblastic disease (GTD) in the differential 
diagnosis to avoid delays in treatment. Given the significantly 
elevated risk of malignant post molar sequelae following suction 
curettage in postmenopausal women , so  complete hysterectomy 
should be performed to avoid significant complications such as 
bleeding, hypovolemic shock, and the risk of GTN.
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