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urpose. A hydatidiform mole belongs to trophoblastic tumors and represents an abnormal

pregnancy with embryonic development pathology due to genetic abnormalities. The coex-

istence of a complete hydatidiform mole and a normally developing fetus is a very rare pa-

thology (1:20.000 — 1:250.000) that presents significant challenges in determining obstetric
management due to high risks of complications for both fetus and mother.

Materials and methods. The article describes a clinical case of unique example of intrauter-
ine verification of coexistence of a complete hydatidiform mole and a normally developing fetus using
ultrasound (US) and magnetic resonance imaging (MRI), with a favorable outcome for fetus and
mother. The full range of radiological prenatal diagnostic methods, biochemical markers, morpholog-
ical, immunohistochemical and genetic technologies for diagnosis verification is demonstrated.

Results and Discussion. The presented clinical observation demonstrates that the coexist-
ence of a hydatidiform mole and a normally developing fetus, although carrying high risks of compli-
cations, has a chance of a favorable outcome. Comprehensive examination allows for rational sys-
tematic monitoring, differential diagnosis and evidence-based prognosis of the outcome of such
pregnancy.

Conclusion. This observation shows that timely radiological and laboratory diagnosis, system-
atic monitoring, enable predicting a favorable outcome and making the correct decision regarding the
preservation of the pregnancy.
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MPEHATAAbHAS ¥3- U MP-AUATHOCTUKA ABOWHU C PETPECCUPYIOLLLUM MOAHBIM
Ny3bIPHbIM 3AHOCOM U COCYLLECTBYIOLLUM XUBbIM NAOAOM
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eJb ucciaenoBaHus. [IoAHBIH Iy3bIPHBIH 3aHOC OTHOCHUTCH K TPO(POOAACTHYUECKUM OILyXO-

ASIM U IIpencTaBasgeT coboil aHOMAaABHYH OepeMEeHHOCTH C IIaTOAOTHEH 3SMOPHOHAABHOTO

pa3BUTHSA HU3-3a F'€HETHYECKHUX OTKAOHeHUM. CocylllecTBOBaHHE IIOAHOTO IIy3bIPHOI'0 3aHOCA

U HOPMaAbHO pa3BHUBAIOILIEroCsd IIAOJA SBAGETCS O4YeHBb penkoi maroasormeit (1:20.000 -
1:250.000), xkoTopas co3maeT 3HAYWUTEABHBIE TPYAHOCTH B BbIOOpE TAKTHKU BeleHHd OepeMeHHOCTH
U13-3a BBICOKOT'O pHCKa BO3HUKHOBEHUSI OCAOKHEHUH KakK JIAS IIA0ZIA, TaK U AT MaTepH.

Martepuanbsr 1 mMeToapl. B cTaThe IpencTaBA€H KAMHWUYECKUH CAyYal, AeMOHCTPUPYIOIIHH
BHYTPUYTPOOHYI0 BepH(PUKAIIUIO COCYIIIECTBOBAHMUS IIOAHOTO IIy3BIPHOT'O 3aHOCA U HOPMAALHO Pa3BHU-
BalOIIErocs IIA0Aa C IIOMOIIBI0 YABTPaA3BYKOBOrO uccaenoBaHus (Y3M) m MarHUTHO-PE30HAHCHOM TO-
morpadpuu (MPT) ¢ 6AarompHgaTHBEIM HCXOAOM [Ad IIAOAA U MaTepH. [IpoeMOHCTPUPOBAH ITOAHBIH
CHEKTP MEeTOIOB MpPEHATAABHON Ay4YeBOH AUATHOCTHUKH, OMOXHMUYECKHX MapKepoB, MOpdosoruye-
CKHX, UMMYHOTHCTOXHMHYECKUX U M€ HETHUYECKHUX TEXHOAOTUH Ag BepUHUKAIIUNH JUArHO34.

Pesysnbprater u oOcy:xaenue. IlpencTaBaeHHOE KAMHHYECKOe HaOAIO[EHNE MIOKA3BbIBaeT, UTO
COCYIIIECTBOBaHHE IIOAHOTO IIy3BIPHOIO 3aHOCA M HOPMAaAbHO pa3BHUBAIOLIEroCsd IIAOAA, XOTh MU COIpPH-
JKEHO C BBICOKHMM PHCKOM OCAOKHEHHWH, HMeeT IIAaHCHI Ha OaaronpusaTHBIA ucxon. KoMmmaekcHoe 006-
CAEIOBaHUE II03BOASET IIPOBOAUTHE MUMPPEPEHIINAABHYIO MUATHOCTHKY W IIPOTHO3WPOBaHHE MCXOIa
TaKOM¥ 0epeMeHHOCTH.

Saxmouyenne. HabaromeHre IToKas3bpIBaeT, YTO CBOEBpPEMEHHAad AydeBas M AabopaTopHas aua-
THOCTHKA, CHUCTEMATHYECKHUIl MOHHTOPHHI II03BOASIOT ITPOTHO3HPOBATE OAATONPHUSTHBIM HCXOO U
IIPUHUMATD IIPABUABHOE pelleHNe OTHOCUTEABHO BeOeHUd OepeMeHHOCTH.

KaroueBrie caoBa: OepeMEHHOCTL MOBOMHEM, MOAHBIM ITIy3bIPHBIM 3aHoc, Y3W, wMarHuTHO-
pe3oHaHCcHag ToMorpadus, IIpeHaTasbHad AUarHOCTHKA.
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ntroduction.

A hydatidiform mole (HM) belongs to

trophoblastic tumors (TT) and represents

an abnormal pregnancy with embryonic

development pathology due to genetic ab-
normalities. In combination with a normal dip-
loid fetus, a hydatidiform mole can be a result
of placental mosaicism, where the fetus has a
normal chromosomal set while the placenta is
polyploid. Cases have been described where
only half of the placenta represents a tetraploid
hydatidiform mole, while the remaining part is
normal. One possible explanation for this is
discordant monochorionic twin gestation (nor-
mal/tetraploid). In this case, the abnormal fe-
tus stops developing very early and is not visu-
alized [1, 2]. The frequency of twin pregnancies
with a complete hydatidiform mole in one fetal
sac and normal development of the other fetus
is 1:20.000 - 1:250.000. Most of these cases
are dizygotic dichorionic twins. Only one case
of a monozygotic monochorionic twin with a
similar abnormality has been described. In
cases of a complete hydatidiform mole in com-
bination with a normally developing fetus, with
moderate obstetric risks and the consent of the
pregnant woman, prolongation of pregnancy is
possible [1, 3, 4].

Complications are possible in pregnan-
cies associated with TT: bleeding (57%), hyper-
tension, preeclampsia (21-32%), hyperthyroid-
ism (15%), excessive vomiting (7%) and malig-
nant gestational trophoblastic disease (37-
46%). The outcomes of such pregnancies in-
clude live births (38-60%), preterm birth (28%-
71.4%), termination of pregnancy due to com-
plications (10-32%), intrauterine fetal demise
or spontaneous abortion (18%), stillbirth (1%)
and neonatal mortality (3.5%) [1, 3, 5, 6, 7].

Proper determination of perinatal man-
agement in the case of a hydatidiform mole re-
quires considering multiple criteria based on
current knowledge of the capabilities of prena-
tal radiological diagnosis, biochemical markers,
morphological, immunohistochemical and ge-
netic technologies for diagnosis verification.
The described clinical case, verified by morpho-
logical, laboratory, genetic and immunohisto-
chemical methods, as well as postnatal obser-
vation, demonstrates the possibilities of timely
prenatal diagnosis in predicting a favorable
outcome of pregnancy in a dichorionic twin
with a complete hydatidiform mole that re-
gresses by the end of pregnancy in one fetal sac
and a normal second fetus.

Case Report.

Patient V., 28 years old, primigravida. No
significant medical history. On ultrasound (US)
at 13 weeks, a heterogeneous mass measuring
40 x 45 mm was identified adjacent to the cho-
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rion, protruding into the uterine cavity along
the anterior uterine wall. Pregnancy biochemi-
cal markers (PAPP-A, B-hCG) in the first tri-
mester were within reference values. On US at
20 weeks, the previously identified mass in-
creased in size to 94 x 99 mm, with a thickness
of 45 mm and a cystic structure. Color Doppler
mapping revealed vascular structures predom-
inantly in the basal parts of the mass. The
mass was considered a possible trophoblastic
tumor, specifically a hydatidiform mole.

On ultrasound at 23 and 34 weeks, a
single fetus corresponding to the gestational
age was identified in the uterine cavity. No de-
velopmental anomalies or markers of chromo-
somal abnormalities were detected. The placen-
ta was located on the posterior uterine wall,
had a normal structure and the umbilical cord
showed central attachment. On the anterior
uterine wall, predominantly to the left, a sec-
ond placenta was located (previously described
as a "heterogeneous formation adjacent to the
chorion and protruding into the uterine cavity
along the anterior uterine wall"). Its dimensions
were 109 x 82 mm, with a thickness of 37 mm
at 23 weeks and 26 mm at 34 weeks. The dis-
tance between the placental edges was 12 mm.
No vascular anastomoses were detected.
Throughout its volume, the second placenta
contained multiple echolucent inclusions
measuring 2-12 mm in diameter at 23 weeks
and 2-4 mm (with less distinct contours) at 34
weeks of gestation. Color Doppler mapping
showed fragmented blood flow, appearing as
separate signals at 34 weeks (Fig. 1a). Consid-
ering the available data, a differential diagnosis
was performed between placental mesenchymal
dysplasia (possibly an accessory lobe) and
trophoblastic tumors (hydatidiform mole in
combination with a normally developing fetus
in a twin pregnancy). hCG levels were moni-
tored: by 27 weeks, they had increased to
420,000 mIU/mL, and by 34 weeks, there was
a decrease to 185,000 mIU/mL. The pregnant
woman received consultations from an oncolo-
gist and a geneticist and MRI of the pregnant
woman's brain and thoracic cavity was per-
formed, revealing no pathological formations.
The pregnant woman decided not to undergo
prenatal karyotyping and was oriented towards
completing the pregnancy while discussing po-
tential risks.

In order to clarify the changes in the pla-
centa, an MRI was performed during the sec-
ond and third trimesters of pregnancy. Fetal
development corresponded to the gestational
age and no developmental anomalies were de-
tected. A mass was identified on the anterior
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Fig. 1 ¢ (Puc. 1 B)

Fig. 1d (Puc. 1r)

Fig. 1.

a — US at 22 weeks 5 days, b, ¢ — US at 26 weeks 5 days, d — US at 34 weeks 5 days. I — normal placenta, lo-
cated on the back wall of the uterus. II — altered placenta located on the anterior wall of the uterus Measure-
ments: 2 — interplacental distance (b), 1, 2 — diameters of cellular structure in the hydatidiform placenta (c).
A significant decrease in the diameter and quantity of the cellular structure formation on the anterior wall of
the uterus at 34 weeks of gestation is noted (d).

Puc. 1.

a — Y31 Ha cpoke GepeMeHHOCTH 22 HemeAu U S5 AHed; 6, B — Y3U Ha cpoke GepeMeHHOCTH 26 Hemeab U S
nHel; T — Y3U Ha cpoke GepeMeHHOCTH 34 HeleAW U S5 aHel. | — HopMaabHAd MAAllEeHTa, PACIIOAOKEHA Ha 3al-
Hel cTeHKe MaTKHu. Il — u3MeHeHHas IIAAIleHTa, PacCIIoAOXKEHa Ha IepeqHeld CTeHKe MaTKu. M3mepeHuda: 2 —
paccTosgHHe MexXay naareHTamu (6), 1, 2 — nuaMeTp KHCTO3HBIX BKAIOUEHHH B MAAIIEHTE C IIy3bIPHBIM 32HOCOM
(B). OTMeYaeTca 3HAYUTEABHOE YMEHBIIIEHUE JUAaMETPa M KOAMYECTBA 3XOHETaTHBHBIX BKAIOYEHHUH B ITAQIIEHTE

C IIy3BbIPHBIM 3aHOCOM K 34 HeOeAM recTaluu (r).

uterine wall, resembling a placenta in shape,
with a cellular structure containing multiple
variable-sized and confluent lacunae filled with
fluid component. It had a thickness of up to 48
mm at 23 weeks, decreasing to 45 mm by the
26th week of gestation, without signs of myom-
etrial invasion (Fig. 2). The normal placenta
was located on the posterior uterine wall with
central umbilical cord attachment, consisting
of three vessels (Fig. 2b). The MRI findings were
consistent with the diagnosis of a hydatidiform
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mole with a coexisting viable fetus.

The course of pregnancy was complicated
by the threat of preterm labor. At 35 weeks,
labor began spontaneously, and a female infant
weighing 2100g was delivered.

During the morphological examination of
the placenta, the presence of two placentas was
confirmed. The umbilical cord originated from a
morphologically normal placenta measuring
12x19 cm and weighing 450 g. The second pla-
centa, measuring 14x20 cm and weighing 780
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Fig. 2d (Puc. 2r) Fig. 2 e (Puc. 2 a) Fig. 2 f (Pnc. 2 e)

Fig. 2. MRI at 23 weeks (top row) and 26 weeks (bottom row), a,d - axial, b,e - frontal, c.f - sagittal
section (relative to the pregnant woman).

T2-SSH images revealed normal placenta on the posterior wall with central attachment of the umbilical cord (I),
a cellular structure formation on the anterior wall of the uterus (II) with inclusions of sharply hypointense sig-
nal corresponding to hemorrhagic content of individual cells (arrows). In the uterine cavity there is a normally
developed live fetus. Regression of the size of the pathologically altered placenta is noted.

Puc. 2. MPT Ha cpoke 6epeMeHHOCTH 23 HeAeAU (BEPXHUM PsiA), HO 26 HeAeAe (HUXKHUA pSA). A, T —
QAKCUAABHASA MAOCKOCTb; 6, A — OPOHTAALHAS NAOCKOCTb; B, € — CATMTTAABHAS MAOCKOCTb (OTHOCH-
TeAbHO 6epeMEeHHOM XXEHLLUUHbI).

Ha T2-SSH nocaenoBaTeABHOCTH IO 3a4HEH CTEHKE MAaTK{ — HOPMaAbHAas IIAAIEHTAa C IIEHTPAABHBIM IIPUKPEII-
A€HHEM IIyIOBUHEI (I), IO IIepenHell CTeHKe MaTKH BBIIBACHO O0pa3oBaHUe SUEHCTOH CTPYKTYypEI (II) ¢ reMoppa-
THYECKHMH BKAIOYEHHUSIMH (CTPeAKH). B moaocTHm MaTKu BH3yaAW3HPyeTCd OAMH KHUBOH maon. OrTmedaercs
YMEHBIIIEHHE Pa3MepPOB ITaTOAOTHYECKHN N3MEHEHHOH IMAAIIEHTHI C YBEAHYEHHEM CPOKa I'eCTAallUH.
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g, was located close to the first one and con-
sisted of tissue with multiple small vesicular
formations. There were no vascular anastomo-
ses between the placentas (Fig. 3a). Microscop-
ic examination of the "normal" placenta showed
predominant intermediate and immature vil-
lous fields, as well as terminal fields with fully
blood-filled capillaries. Compensatory reactions
were well expressed in terms of vascular and
cellular types. Focal hemorrhages in the inter-
villous space and small deposits of fibrinoid
were observed (Fig. 3b). The "altered" placenta
exhibited features characteristic of antenatal
fetal demise: villous necrosis, including necro-
sis and desquamation of the covering epitheli-
um, collapse of the intervillous space with par-
allel orientation of the villi, multiple fibrinoid
deposits, and small foci of calcification at the
sites of fibrinoid deposits (Fig. 3c). However,
amidst these findings, there were large-caliber
villi showing pronounced hydropic degenera-
tion of the stroma, with the formation of cavi-
ties in some areas (Fig. 3d). The trophoblast
covering the villi was destroyed in multiple are-
as, while in a few preserved areas, there was
proliferation and nuclear atypia ranging from
mild to moderate. The basal membrane showed
widespread necrosis and focal hemorrhages
(Fig. 3e).

Cytogenetic diagnosis of the placenta was
unsuccessful. FISH (fluorescence in situ hy-
bridization) analysis was performed using
probes for chromosomes 21 and the sex chro-
mosomes (Fig. 4). The FISH analysis result was
normal in the "normal" placenta (Fig. 4a) and
ineffective due to DNA degradation in the cells
of the altered placenta (Fig. 4b).

Immunohistochemical examination of the
"altered" placenta was performed (Fig. 4c, d).
The proliferative activity index (the percentage
of cells expressing Ki-67 antibodies) in tropho-
blast cells ranged from 15% to 30%, and the
expression index of p53 antibodies was 65%.
The level of expression indicated moderate pro-
liferative activity [8, 9]. The expression of p53
antibodies led to the conclusion that a com-
plete molar pregnancy was more likely in one of
the fetuses from a dichorionic twin pregnancy
[10].

Thus, it was concluded that the "altered"
placenta represents a complete molar pregnan-
cy. One month after delivery, the hCG level in
the patient was within the normal range. The
newborn has been rehabilitated and is growing
and developing normally during the first year.

Discussion.

Complete hydatidiform mole is associated
with a high risk of preeclampsia, bilateral ovar-
ian cysts, persistent gestational trophoblastic
disease, hyperthyroidism (up to thyrotoxic cri-

| www.rejr.ru | REJR. 2024; 14 (2):144-154

sis), development of acute respiratory failure
associated with pulmonary embolization of
mole fragments. Therefore, in the case of twin
pregnancy with a combination of a normal fe-
tus and a complete mole in the second fetus,
the choice is always difficult. [1, 3, 11]. To de-
termine the appropriate management approach
for a specific pregnancy, it is essential to estab-
lish an accurate diagnosis. Differential diagno-
sis is performed with: 1) partial hydatidiform
mole and developing fetus; 2) mesenchymal
dysplasia of the placenta (MDP); 3) other pla-
cental abnormalities (intraplacental hemato-
mas, chorionangiomas, limited placental mosa-
icism). In the case of partial hydatidiform mole,
most fetuses show multiple developmental ab-
normalities, anomalies in the karyotype, and
fetal growth restriction. The placenta may be
enlarged and have varying numbers of hy-
poechoic areas of different sizes. In partial hy-
datidiform mole, the ratio of the transverse to
anteroposterior size of the gestational sac is
more than 1.5 (with a test sensitivity of 87%)
[12]. In MDP, Beckwith-Wiedemann syndrome
is possible in addition to chromosomal and
structural developmental abnormalities in 21-
30% of fetuses. [J].

MDP is characterized by the presence of
placentomegaly with multiple large cysts, over-
developed vasculature, without atypical troph-
oblastic proliferation and areas of hemorrhage
in altered sections of the placenta characteris-
tic of HM [13, 14]. One of the tasks of MRI is to
exclude invasion of the altered placenta into
the myometrium and to exclude hemorrhagic
complications [15]. Both MRI and US are in-
formative methods in the differential diagnosis
of placental involvement variants.

In MDP, multiple cystic cavities occupy
the entire area of the placenta or part of it. Un-
like partial hydatidiform mole, they are visual-
ized as separate rounded echonegative struc-
tures with smooth distinct contours, smooth
inner surfaces on US, with less pronounced
cystic and fluid components and smoother con-
tours on MRI. The architecture of the placental
vascular network is not disrupted. Visualiza-
tion of dilated vessels of the stem villi is possi-
ble [5, 16, 17]. However, the precise nature of
placental changes can only be determined
morphologically [4, 5].

In the case of hydatidiform mole, the
normal placenta is often clearly separated from
the affected placenta, as in our observation,
while in the case of MDP, such clear demarca-
tion is absent [18]. The detection of hemorrhag-
ic content on MRI in individual cells of the af-
fected placenta also supported the diagnosis of
a mole [19]. The MRI was performed in our
clinical case specifically for the differential di-
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Fig. 3 a (Puc. 3 a) Fig. 3d (Puc. 3 1) Fig. 3 e (Puc. 3 a)

Fig. 3.

a — Gross specimen: 1 — normal placenta, 2 — altered placenta (many small vesicular masses are seen in the
altered placenta).

b — microscopy of normal placenta (the villi of the normal placenta are visible).
c, d, e — altered placenta.

c — the villi with necrosis, including necrosis and desquamation of the covering epithelium (arrow), collapse of
the intervillous space (*) with parallel orientation of the villi.

d - large villi with marked stromal edema and cavity formation (*)).
e — villi with preserved trophoblast and its focal proliferation (arrow).

Puc. 3.

a — Makpomnpenapat: 1 — HopMaAbHad MAAIIEHTA, 2 — U3MEHEHHAas IIAAIleHTa (OTMEYaeTcsi MHOXKECTBO BE3HKY-
ASIPHBIX CTPYKTYD).

6 — MHKPOCKOITHSI HOPMAABHOM ITAAITEHTHI (OTMEYAIOTCSI HOPMaABHO ChOPMUPOBaAHHLIE BOPCHHEL).

B, I, A — MUKpOCKOIHS U3MEHEHHOH ITAAIIEHThI; C — BOPCHHKH C y4aCTKaMM HEKPO3a, BKAIOYAas NEeCKBaMAallHo
IIOKPOBHOTO 3MHTEAHUS (CTPEAKa), KOAAAIIC MEKBOPCHHYATOIO IIPOCTPAHCTBA (*) C mapaAAeAbHOH OpHeHTaIlluel
BOPCHHOK.

r — KpyIiHble BOPCHHBI C BEIPAsKEHHBIM OTEKOM CTPOMBI X (DOPMHPOBAHUEM IT0AOCTEH (*).

I — BopcuHBI ¢ coxpaHeHHBIM TPod0o6AaCTOM U €ro o4aroBoi mpoandepariuei (cTpeska)
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Fig. 4 a (Puc. 4 a)

Fig. 4 b (Puc. 4 6)
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Fig. 4 c (Puc. 4 B)

Fig.4d (Puc.4r)

Fig. 4.

altered placenta with P-53.
Puc. 4.

N3MEHEeHHOH maarleHTh! ¢ P-53.)

a — material of placenta section with morphologically normal villi. FISH with DNA probes on the centromeric
region of chromosome X (green signal), locus-specific probe on chromosome 21 (red signal). Magnification
1000x. b — material of placenta section with morphologically changed villi. DNA degradation is clearly visible.
c — immunohistochemical study of the altered placenta with Ki-67. d — immunohistochemical study of the

a — Marepraa y4JacTkKa MAAIIEHTHI C MOP(OAOTHYECKH HOPMAABHBIMH BOPCHHAMHU. PAyopecieHTHAas T'HOPHIU-
3anuda in situ (FISH) ¢ 3oHmamMu, ciemuUYIHBIMHE IIEHTPOMEPHOMY paiioHy X XpOMOCOMEI (3€A€HBIM CHUTHAA),
AOKyC-cIeUMUYHBIH 30HA Ha 21 XpoMocoMy (KpacHbBIH curHas). YBeanmdeHwe 1000x. b — Marepraa yJacrka
TIAQIIEHTHI C MOP(OAOTHYECKH H3MEHEHHBIMU BOPCHHaMH. Xopouro BuaHa aerpazaims JHK. ¢ — UMMyHOTH-
CTOXHMHYECKOE HCCAENOBaHHE M3MEHEHHOH maareHThI ¢ Ki-67. d — IMMyHOTHCTOXMMHYECKOE HCCAEIOBAHUE

agnosis of hydatidiform mole and MDP, consid-
ering that the prognosis for pregnancy with
MDP is more favorable [19]. Additionally, the
inclusion of MRI in the prenatal diagnostic al-
gorithm allowed for the reliable exclusion of
invasive forms of GTN and confirmed the ab-
sence of fetal developmental anomalies.

Biochemical markers also play an important
role in determining the management strategy
when there is a suspicion of TT. In hydatidi-
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form mole, the elevation of B-hCG is more pro-
nounced than in MDP. If the B-hCG level ex-
ceeds 200,000 IU/L, there is an elevated PAPP-
A (pregnancy-associated plasma protein-A) and
decreased AFP (alpha-fetoprotein), it is ind ica-
tive of a mole [5, 18].

However, it is important to remember
that not all TT is associated with high B-hCG
levels. For example, placental site trophoblastic
tumor and epithelioid trophoblastic tumor, as-
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sociated with the proliferation of intermediate
trophoblastic cells, are characterized by low (-
hCG levels. And in the case of US with a com-
plete hydatidiform mole, as well as in chori-
ocarcinoma, abundant blood flow, neovascular-
ization with arteriovenous shunts is observed
[12].

A case of choriocarcinoma occurring 5
months after delivery and diagnosed with MDP
(with a corresponding histological conclusion of
the absence of trophoblastic disease) has been
described. The authors concluded that there
may be difficulties in histological examination
and emphasized the need for postnatal moni-
toring with B-hCG control, which allows for
timely diagnosis [20].

In the present clinical case, the B-hCG
level did not exceed 420 mIU/mL (levels below
400 mIU/mL are a predictor of a favorable out-
come for the fetus [5].

Thus, our clinical case confirms the justi-
fication of a conservative approach in the case
of dynamic monitoring of the pregnant woman
and the fetus using US and MRI, as well as
monitoring of biochemical markers. A normal
fetal karyotype also allows for a good outcome.
80% of fetuses with MDP have a normal female
karyotype. Abnormal karyotypes include tri-
somy 13, X chromosome polysomy [20, 21]. In
the case of partial hydatidiform mole, the fetus
is triploid in 90% of cases, with corresponding
manifestations [1, 11]. In the case of a com-
plete hydatidiform mole in a single fetal sac in
a dichorionic twin pregnancy, as in our obser-
vation, there is a higher chance of normal fetal
development. This is also supported by the da-
ta from the review by [5], which analyzed 206
cases of complete hydatidiform mole in combi-
nation with a developing fetus in twins based
on PubMed data for the period 1993-2016. A
favorable outcome for the fetus was observed in
78 (37.9%) cases.

The effectiveness of immunohistochemi-
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cal methods has been described by many au-
thors [22, 23, 24]. In the diagnosis of TT, an
expression of Ki67 in cytotrophoblast cells
above 12.5% has a sensitivity of 90%, specifici-
ty of 93%, positive predictive value of 93.1%,
and negative predictive value of 90.3% [8].

Conclusion.

Although rare, the occurrence of a twin
pregnancy with a hydatidiform mole requires
increased attention by obstetricians during
prenatal care. The presented clinical observa-
tion demonstrates that the coexistence of a hy-
datidiform mole and a normally developing fe-
tus, although carrying high risks of complica-
tions, has a chance of a favorable outcome.
Comprehensive examination utilizing the full
spectrum of radiological prenatal diagnostic
methods, biochemical markers, morphological,
immunohistochemical and genetic technologies
for diagnosis verification allows for rational sys-
tematic monitoring, differential diagnosis and
evidence-based prognosis of the outcome of
such pregnancy.
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