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Abstract 

This is a case study of twin pregnancy, going through a complete hydatidi-
form mole with living fetus. The pregnant woman had a previous partial hy-
datidiform mole, diagnosed and confirmed five months before the pregnancy 
which is the subject of this study. The first suspected diagnosis was made by 
means of a medical external ultrasound scan, confirmed by other tests, such as 
the dosage of β-HCG. Besides the bibliographic review, this study addresses 
legal aspects of the Brazilian system which does not allow termination of 
pregnancy in these situations. In this particular case, the living fetus was sacri-
ficed through uterine evacuation, featuring a criminal abortion. For the safety 
of the medical staff and the pregnant woman herself, there was the need for a 
special authorization from the Public Prosecution to the medical procedure. 
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1. Introduction 

“The hydatidiform mole (HM) is an obstetric complication that can progress  
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into malignant behaviour pathology, and gestational trophoblastic disease 
(GTD) is its most frequent disorder” [1]. 

This disorder can be complete, characterized by hydropic degeneration of 
chorionic villi, or partial, exhibiting a population of normal chorionic villi and 
another one with hydropic degeneration [2]. 

According to Chen [3] and Sak et al. [4], quoted by Varela et al. [5], the twin 
pregnancy developing a living fetus and HM in coexistence is a rare condition, as 
shown by its incidence rate: from 1 to 23 cases per 100,000 pregnancies. The HM 
is associated with clinical adversities, such as anemia, preeclampsia, miscarriage, 
fetal malformations, proteinuria, hyperthyroidism and respiratory failure, lead-
ing the medical procedure, in some cases, into a selective abortion to protect the 
mother’s life [2] [6]. 

The case reported below refers to a twin pregnancy with simultaneous com-
plete hydatidiform mole (CHM) and living fetus, associated with the risk of ma-
ternal death. Such condition imposes that its approach is restricted to not only a 
medical discussion, but also a legal one, whereas selective abortion in Brazil is 
formally a crime.  

2. Case Summary 

T.C.N.P., Brazilian, 27 years old, 4 previous pregnancies terminated by 2 miscar-
riages, 1 vaginal delivery and 1 cesarean section, had a history of embryonic 
death, diagnosed and confirmed in February 2009 as partial hydatidiform mole 
(PHM). She was subjected to uterine evacuation by the technique of Manual 
Vacuum Aspiration (MVA), with monitoring of serum β-HCG levels, which 
underwent complete reduction over the next eight weeks to the aforementioned 
procedure. 

In July 2009, she prepared for a new pregnancy, after release from her doc-
tor. 

Once she obtained the diagnosis of pregnancy she underwent an external ul-
trasound scan, the result of which showed the existence of two gestational sacs of 
different sizes, and the smallest, in serial ultrasound scan, appeared to be a 
blighted ovum (without development of the embryo), while the other showed a 
satisfactory evolution for its gestational age. The confirmatory examination of 
twin pregnancy occurred on August 5, 2009. 

Around September 11, the patient felt colicky pelvic pain and had vaginal 
bleeding, having sought the emergency room of a private hospital in Brasilia 
(Brazilian Capital), where it was proven she had twin pregnancy with one fetus 
in gestational age at around nine weeks and a half, and the other showing tro-
phoblastic vesicular changes suggestive of Gestational Trophoblastic Disease 
(GTD). 

After three days, the patient underwent a new ultrasound scan, which con-
firmed the described changes (Picture 1, Picture 2). 
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Picture 1. Ultrasound scan picture, part one. 
 

The medical team then proposed the implementation of: 1) chorionic villus 
sampling in the 11th gestational week, in order to confirm the diagnosis for 
complete mole. This examination was never performed; 2) X-ray of the chest, 
which, after all, showed no change; 3) quantitative β-HCG, which showed results 
consistent with GTD: 760,000 mIU/mI. 
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Picture 2. Ultrasound scan picture, part two. 

 
Two days later, with the intensification of the bleeding and persistent pain 

symptoms, the patient returned to the hospital. She was submitted to another 
ultrasound scan, which allowed the team to reaffirm the twin pregnancy, with a 
fetus having the gestational age of ten weeks and six days, and the other with an 
irregular gestational sac, confirming the suspicions of GTD (Picture 3). 

Given this result, the patient was admitted on September 23 for analgesia, 
hydration, rest and the conducting of new tests, including blood count. The 
result of the last examination showed an anemic frame with hemoglobin (Hb) 
of 9.5 mg/dl (normal female range/nonpregnant: 12.0 - 15.5 mg/dl; preg-
nant/first trimester: 11.6 - 13.9) and hematocrit (Htc) of 29.4% (normal female 
range/nonpregnant: 34.9 - 44.5 percent; pregnant/first trimester: 31 - 41 per-
cent) [7]. 

Due to the medical severity, with a history of HM, and the high risk of evolu-
tion into a trophoblastic tumor, the medical staff indicated uterine evacuation as 
the most appropriate conduct, that is, the voluntary termination of pregnancy 
(VTP). 

3. Juridical Issue 

The Brazilian Penal Code (PC) only allows abortion in two situations: 
life-threatening to the mother, and pregnancy arising from sexual crime. In 
2012, the Supreme Court (STF) authorized, under Claim of Breach of Funda-
mental Precept (ADPF) [8], a third permissive cause: the pregnancy with anen-
cephalic fetus. 

Since the 90 s, however, judges and prosecutors (members of The Public 
Prosecution, as known as Public Ministry) authorized the therapeutic abortion 
(TA) of anencephalic fetuses at the request of pregnant woman. Alternatives to 
the restrictive system of PC, as of 1942, were created through jurisprudential 
precedents. 
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Picture 3. Ultrasound scan medical report. 

 
In retaliation to these permits, social organizations against abortion (pro-life 

associations) started resorting to the Judicial Power, using habeas corpus as a le-
gal instrument in favour of the fetus to prevent the pregnancy interruption in 
these cases. An opposed movement for the right to decide (pro-choice) also be-
gan using habeas corpus as a preventive means to ensure the doctor’s and the 
pregnant woman’s freedom to perform the termination of pregnancy in these 
situations, hindering probable lawsuits and even arrests. Statistically, the au-
thorization for abortion prevailed, and was later confirmed by the Brazilian Su-
preme Court. 

In addition to the pregnancy of anencephalic fetuses, the request for authori-
zation to judges or The Public Prosecution to carry out VTPs in situations such 
as T.C.N.P.’s was extended. 

Thus, facing the required termination of molar pregnancy, with the inevitable 
sacrifice of the viable fetus, on September 25, 2009, Friday, a preventive habeas 
corpus was filed, submitted to a Criminal Judge of Brasilia. The purpose was, 
through demonstrating the absence of crime, protecting the patient and the 
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medical staff from a lawsuit, hindering the effect of art. 124 (abortion consented 
by the pregnant woman) and art. 126 (abortion practiced with the pregnant 
woman’s consent), both from the Penal Code. This habeas corpus was forwarded 
to The Public Prosecution which, for over 18 years, is the body responsible for 
analysing and authorizing applications for abortion in situations like this, in the 
Brazilian’s Capital. 

Facing this imminent risk to the mother’s life, the same day, at 8:30 pm, the 
VTP was allowed by the Public Prosecutor in charge. 

4. Discussion 

The establishment of the GTD’s epidemiological profile is still inaccurate, due 
mainly to difficulties in the collection process of reliable data [9]. However, there 
have been effective studies in demonstrating the differences that characterize the 
affected population, and the most prevalent HM concern Eskimos and Hispan-
ics, indigenous ancestry and African Americans, as well as several Asian popula-
tions [9]. 

The reason for such distribution is not yet understood. However, it has been 
known that in Southeast Asia the incidence rates of choriocarcinoma, a serious 
complication of GTD [2], reach values up to nine times (9.2:40,000 pregnancies) 
higher than the rates in Europe and North America (1:30,000 - 40,000) [9] [10]. 
Andrade [1] indicates that, from the individual viewpoint, past records of HM 
increase the risk for the subsequent pregnancies up to five times, confirming the 
risk to which the patient T.C.N.P. was subjected, reinforcing the justified deci-
sion of The Public Prosecution. 

When there is a living fetus in a placenta with molar degeneration, it is neces-
sary to question two possibilities: whether this is a PHM with triploid fetus, or a 
twin pregnancy with a living fetus in coexistence with a complete mole 
(TPCHM, Twin Pregnancy with a Complete Hydatidiform Mole) [11]. 

The use of the karyotype is directly related to the histopathology of the molar 
tissue. Considering the two types of HM, it is noted that in the case of the CHM 
the karyotype appears as diploid, having only paternal genes. 

The trophoblastic change results from the fertilization of secondary oocyte, 
without active nucleus, by a diploid spermatozoid [1]. The PHM, in turn, usually 
is triploid or, more rarely, tetraploid, as a result of normal secondary oocyte fer-
tilization, with active nucleus, by two spermatozoids or one diploid spermato-
zoid [1]. The resulting foetuses of these types of fertilization display abnormali-
ties, such as asymmetries in intrauterine growth and a series of malformations 
[12]. 

Upon detecting molar pregnancy, the usually adopted procedure is abortion 
and uterine evacuation, to prevent complications [2]. Even after counselling, 
some patients may choose to continue pregnancy, although they should be pre-
pared for abortion, if any severe mishaps affect their lives, even to the point of 
exposing them to the risk of death. 
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Secondary complications of molar pregnancy are diverse and affect both the 
fetus and the mother. They progress from frequent hyperemesis scenarios to 
preeclampsia, thyroid storm and trophoblastic embolism [1] [12]. Intense vagi-
nal bleeding also worries the medical team because it is an emerging risk of ma-
ternal death by hypovolemic shock. 

Yela et al. [11], in a literature review of 29 studies, found the description of 
159 cases of TPCHM (Twin Pregnancy with a Complete Hydatidiform Mole), 
and of those, only 56 (35%) completed the pregnancy with a living fetus. Most of 
these pregnancies presented complications such as preeclampsia and persistent 
trophoblastic disease. 

Patients with PHM suffer symptoms similar to an incomplete or missed abor-
tion, highlighting the need for uterine curettage. But the diagnosis of PHM is 
usually obtained by posterior histological evaluation [1]. 

For uterine evacuation, it is recommended the vacuum aspiration that must be 
completed with curettage of the uterine walls, in order to confirm complete re-
moval of the molar material [2]. Knowledge of techniques used for uterine 
evacuation is essential for the best procedure in each case. 

After treatment of the hydatidiform mole, the evaluation is done by the 
weekly dosage of β-HCG, which should be negative (below 5 mIU/mL). It is ad-
visable making up to three consecutive weekly dosages, besides laboratory fol-
low-through by monthly and annual dosages of the hormone [1]. 

Reports of clinical cases of hydatidiform mole are of utter importance for the 
construction of clinical reasoning and the choosing of the best procedure for 
each patient, because, despite their low incidence, these cases involve a preg-
nancy which, in most cases, is desired and planned. A bio-psycho-social ap-
proach of the patient is necessary because the interruption of a desired preg-
nancy is harder. 

The patient T.C.N.P., in her medical history and in the subsequent scenario, 
showed symptoms of abortion, such as vaginal bleeding. The progression of her 
clinical frame, with intensification of pelvic pain, into colic, the vaginal bleeding, 
and the anemia, led the medical staff to hospitalize her. Facing the result of the 
ultrasound scan, suspecting of TPCHM (Twin Pregnancy with a Complete Hy-
datidiform Mole), it was determined the realization of the fetal karyotype and 
the cytogenetic preparation to confirm diagnosis. Moreover, the chest X-ray was 
recommended in order to verify the presence of breathing complications [1]. 

In the case of T.C.N.P., the occurrence of PHM and CHM in a very short time 
interval—only five months—contributed to the advice for interrupting her 
pregnancy. She was informed of the risks she would undergo if she chose to fol-
low through, as well on what concerns the high probability of progression into a 
trophoblastic tumour [13], as evidenced in the literature. 

5. Conclusions 

On 26 September 2009, the patient displayed a mild degree of anxiety, with im-
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provement of pain symptoms still early in the morning, controlled with dipy-
rone, and moderate vaginal bleeding. On the evening of that same day, under 
her free and aware consent, the VTP was held. 

The technique was MVA, followed by curettage. 
On September 27, at 3:30 pm, T.C.N.P. was discharged with medical recom-

mendations. 
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