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Abstract Background: Ectopic molar pregnancy is a rare occurrence and consequently not often considered as a diagnostic 
possibility. The incidence of hydatidiform moles is 1 per 1,000 pregnancies. Ectopic pregnancy occurs in 20 per 1,000 
pregnancies. Thus, the incidence of the ectopic molar gestation is very rare. The diagnosis of an ectopic molar pregnancy 
is uncommon with an estimated incidence approximately 1.5 in every 1,000,000 pregnancies. Case report A 25-year-old 
female G2P1L1 came with history of amenorrhea 6 weeks, her urine pregnancy test was positive presented with complaints 
of mild pain abdomen since 1day. The clinical examination revealed a good general condition with vitals stable. Abdominal 
examination mild tenderness present, per Vaginal examination revealed enlarged uterus and right adnexal mass was felt. 
The pelvic ultrasound report showed a right adnexal heterogenous lesion very close to right cornual end measuring 4.8x3.7 
cm in size. The lesion showed high vascularity with few cystic changes suggestive of ectopic vesicular mole.Her serum 
beta Hcg level was 13000 IU/L.In view the above findings, decision for exploratory laparotomy was made. Exploration 
revealed a right cornual ectopic pregnancy mass of 4x4 cm, on opening it showed multiple vesicles. Right salpingectomy 
with complete removal of ectopic vesicular pregnancy mass was done. Histopathological examination was done and 
microscopic examination revealed diffuse villous dilatation with substantial hydropic changes. Circumferential 
trophoblastic proliferation with cistern formation was readily appreciated. Besides, cytological atypia, mitosis, apoptotic 
debris, and vascular invasion were identified. The morphological features were classic for complete hydatidiform mole.Her 
post-operative period was uneventful. She was followed up by weekly serum βhCG measurements till it become negative. 
Contraceptive advice was given. Conclusion: Ectopic molar pregnancy is a rare entity, its diagnosis requires histological 
confirmation. Beta-HCG monitoring is the essential tool for monitoring the postoperative evolution.  
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INTRODUCTION 
Ectopic pregnancy occurs in 20 per 1,000 pregnancies1. 
Molar changes may also be found in ectopic pregnancies. 
The incidence of hydatidiform moles is 1 per 1,000 
pregnancies,2,3 Thus, the ectopic molar gestation is very 
rare. Molar changes could be either partial or complete. Its 
malignant potential is similar to that of an intrauterine 

molar pregnancy,1,4 Hydatidiform mole is basically an 
abnormal conceptus, due to abnormal fertilization, which 
can be sub-classified into complete and partial moles based 
on morphological, pathological, and genetic differences.3,4 
In a complete mole, the chromosomal complement is 46, 
XX with the genome paternal in origin. This is usually 
caused by fertilization of an empty ovum by a haploid 
spermatozoon, which subsequently duplicates. 
Occasionally cases occur by fertilization with two 
sperm.1,5 In contrast, partial moles arise from dispermic 
fertilization of a haploid ovum, resulting in a triploid 
genome. Molar changes may even be found in cervical 
pregnancies.6,7 Molar changes can be detected by 
transvaginal color Doppler ultrasonography. Magnetic 
resonance imaging is also helpful in localizing the lesion. 
Conservative fertility-sparing management was found 
successful in a reported case of cervical molar pregnancy.7 
Cornual pregnancy itself is a very rare condition and a 
challenging diagnosis to make. Rupture of the horn does 
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not usually take place until the twelfth week of gestation 
but, when it does, there is nearly always severe bleeding, 
which makes the condition extremely dangerous. Molar 
changes are even found in cornual pregnancies.8,9 Reported 
cases of molar changes in ovarian pregnancy are also found 
in the literature.10 Histologically, molar pregnancy is an 
abnormal gestation characterized by the presence of 
hydropic change affecting some or all of the placental villi, 
accompanied by circumferential proliferation of 
trophoblasts. Follow-up is usually done by serial serum 
human chorionic gonadotropin (β-hCG) titers. Although 
ultrasonography is useful in the diagnosis of uterine molar 
pregnancies, there is a chance of missing this diagnosis in 
cases of an ectopic molar pregnancy. Histopathology 
remains gold standard in diagnosis of ectopic molar 
pregnancy.11,12 
 
CASE REPORT 
A 25-year-old female G2P1L1 came with history of 
amenorrhea 6 weeks, her urine pregnancy test was positive 
presented with complaints of mild pain abdomen since 
1day. The clinical examination revealed a good general 
condition with vitals stable. Abdominal examination mild 
tenderness present, per Vaginal examination revealed 
enlarged uterus and right adnexal mass was felt. The pelvic 
ultrasound report showed a right adnexal heterogenous 
lesion very close to right cornual end measuring 4.8x3.7 
cm in size. The lesion showed high vascularity with few 
cystic changes suggestive of ectopic vesicular mole. 
Endometrial thickness 5mm and midline echoes normal. 
Both ovaries normal. Her serum beta Hcg level was 13000 
IU/L. In view the above findings, decision for exploratory 
laparotomy was made. Exploration revealed a right cornual 
ectopic pregnancy mass of 4x4 cm, on opening it showed 
multiple vesicles. Right salpingectomy with complete 
removal of ectopic vesicular pregnancy mass was done. 
The size of uterus was 14-16 weeks.Both ovaries normal . 
Left tube normal Free fluid of 200 cc present. Blood loss 
of 500-600 ml was there. Patient received one pint of blood 
transfusion. Histopathological examination was done and 
microscopic examination revealed diffuse villous 
dilatation with substantial hydropic changes. 
Circumferential trophoblastic proliferation with cistern 
formation was readily appreciated. Besides, cytological 
atypia, mitosis, apoptotic debris, and vascular invasion 
were identified. The morphological features were classic 
for complete hydatidiform mole. Her post-operative period 
was uneventful. She was followed up by weekly serum 
βhCG measurements till it become negative. Contraceptive 
advice was given. 
 
 
 

DISCUSSION  
Hydatidiform moles arise due to abnormal fertilization. In 
a complete mole, the chromosomal complement is 46, XX 
with the genome paternal in origin. This is usually caused 
by fertilization of an empty ovum by a haploid 
spermatozoon, which subsequently duplicates. 
Occasionally cases occur by fertilization with two sperm.13 
In contrast, partial moles arise from dispermic fertilization 
of a haploid ovum, resulting in a triploid genome.14 Molar 
pregnancy is an abnormal gestation characterized by the 
presence of hydropic change affecting some or all of the 
placental villi, accompanied by circumferential 
proliferation of trophoblasts. Nonmolar hydropic abortions 
are common; it is clinically important to distinguish molar 
pregnancies from nonmolar hydropic changes, because the 
former has the potential of causing persistent trophoblastic 
disease.5,6 Gestational choriocarcinoma associated with 
ectopic pregnancy is extremely rare event: its theoretic 
incidence is one in 5033 tubal pregnancies. The prognosis 
of choriocarcinoma is better in the tube than in the uterus 
because molar pregnancy in the tube is removed and not 
left intact, as in the uterus.9,14 Furthermore, the blighted 
ovum is a common feature in ectopic pregnancy and can 
easily be misinterpreted as a true hydatidiform mole.7,13 
However, the early swellings of the placental villi do not 
constitute a true hydatidiform mole. The salient diagnostic 
criteria of nonmolar pregnancy are liquefaction and edema 
of villous stroma, scantiness or absence of the villous 
blood vessels, and trophoblastic proliferation.8,11 As 
discussed above, the GTD occurs due to genetic 
aberrations which lead to placental and trophoblastic 
malformations, with histologic features of villous swelling 
and hydropic changes. It is commonly developed within 
the uterine cavity, but in rare cases can occur as an ectopic 
tubal pregnancy. Burton et al. and colleagues studied the 
hydatidiform mole in early tubal ectopic pregnancy for ten 
years and concluded that it is an overall a rare diagnosis 
which is overlooked and overdiagnosed by pathologists.7 
Clinical presentation varies from abdominal pain to 
vaginal bleeding. Ultrasonography studies demonstrate 
solid and partially cystic mass with vesicular patterns of 
multiple echoes and holes within placental tissue. 
Laparoscopic evacuation with/without salpingectomy is 
considered the primary choice of treatment in ectopic 
pregnancies.14 The β -hCG level is monitored more 
frequently in cases of ectopic pregnancy. Continuous titers 
follow-up is helpful to diagnose persistent ectopic 
pregnancy and to exclude malignant trophoblastic 
transformation.8 The β -hCG serum levels continued to 
show a substantial drop postoperatively. 
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CONCLUSION 
Histopathology must be performed systematically for any 
product of conception in order not to fail to recognize a 
molar pregnancy as it may present as a tubal pregnancy. It 
is important to perform histopathological examination as 
Molar pregnancy requires special follow-up. Monitoring of 

serial β -hCG levels is vital in postsurgical management as 
Invasive mole and choriocarcinoma might even follow 
such a pregnancy. Ultrasonography might not be able to 
fully diagnose ectopic molar pregnancies, leaving 
histopathological examination of the conception products 
the gold standard for the diagnosis.

 

  
Picture 1: Gross Appearance of Molar ectopic Mass  Picture 2: Microscopic Appearance of Complete Vesicular Mole 
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