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SUMMARY
A 27-year-old fouth gravida patient with previous two
partial molar pregnancies and one missed abortion
underwent a suction evacuation for partial molar
pregnancy at 9 weeks of gestation. She was followed up
with serum HCG values. Though the HCG level reduced
from a pre-evacuation value of 1 40 223–31 157 mIU/ml
1 week post procedure, the levels continued to be
positive in low titres 6 months after suction evacuation.
The management options were discussed with the patient
and a decision was taken to continue surveillance with
serial HCG titres. HCG levels normalised after 11 months
without the need for chemotherapy.

BACKGROUND
Persistent raised serum HCG levels 6 months after
evacuation of a molar pregnancy, even if levels fall,
is considered to be an indication for chemotherapy.1

Complete and partial moles are followed by persist-
ent gestational trophoblastic neoplasia requiring
chemotherapy in 15% and 0.5% of cases, respect-
ively.1–4 Increased risk of litigation has resulted in
prophylactic chemotherapy for the fear of malignant
transformation with late treatment.5–7 However, a
recent retrospective study by Aggarwal et al1

suggested continued surveillance when HCG levels
were found to persist even beyond 6 months. This
would avoid unnecessary chemotherapy, reducing
the risk of unwanted side effects and cost of therapy.
Moreover, chemotherapy is not effective for small
foci of slowly dividing tumour cells as in quiescent
disease.8

Few cases of recurrent partial molar pregnancies
have been recorded in literature. The risk of devel-
oping persistent gestational trophoblastic disease
though low requires surveillance for early detection
and therapy.9

CASE PRESENTATION
A 27-year-old female was referred from a private
clinic 4 months after suction evacuation for a partial
molar pregnancy for further treatment and
follow-up. Her obstetric history was significant as she
had two previous partial molar pregnancies. In her
first pregnancy, she was diagnosed by sonography to
have a partial mole. She underwent a suction evacu-
ation procedure, and histopathology confirmed the
diagnosis of a partial mole. Her serum HCG levels
normalised 5 weeks after evacuation. She conceived
3 months later, but had a medical abortion at
8 weeks gestation in view of sonographic diagnosis of
a missed abortion. The products of conception were
not subjected to a histopathological examination. In

her third pregnancy, she again underwent a suction
evacuation for a partial mole. Subsequently, she had
regular menstrual cycles for 1 year, and was not fol-
lowed up with serial HCG. In the index (4th) preg-
nancy, she had vaginal bleeding at 9 weeks of
gestation. Sonography showed the intrauterine con-
tents to be hyperechoic with multiple cystic spaces
suggestive of a molar pregnancy. Her serum HCG
level was 1 40 223 mIU/ml before suction evacuation
which reduced to 31 157 mIU/ml 1 week after evacu-
ation. Vaginal bleeding continued and a repeat sonog-
raphy demonstrated a thick irregular endometrium
with cystic areas and a 2.5 cm cyst in the right ovary.
A repeat suction evacuation was done 1 week after
the first. The histopathology was suggestive of a com-
plete mole. Thereafter, the woman followed up only
after 4 months when she was referred to the present
hospital.

INVESTIGATIONS
At presentation to our hospital 4 months posteva-
cuation, the serum HCG had reduced to 61 mIU/
ml. Phantom HCG was ruled out as the urine preg-
nancy test was positive as well.

OUTCOME AND FOLLOW-UP
Subsequently, the serum HCG values plateaued and
remained in the range 59–84 mIU/ml. CT of the
head, thorax and abdomen and chest x-ray were
carried out 6 months postevacuation to rule out
any metastasis. Vaginal examination was normal
and transvaginal ultrasound showed a thin endo-
metrium. She continued to have regular menstru-
ation with no evidence of abnormal uterine
bleeding. The serum HCG subsequently reduced to
less than 5 mIU/ml after 11 months postevacuation
(figure 1).

Figure 1 Serum HCG levels (mIU/ml) in log scale over a
1-year period after evacuation.
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DISCUSSION
Pregnancies following a partial molar pregnancy have been
reported to be molar in 1.7% cases, of which 32% are complete
moles.10 Recurrent molar pregnancy is not an indication for
chemotherapy but persistent gestational trophoblastic disease
needs chemotherapy.11

Low levels of serum HCG after 6 months of evacuation can
be found in phantom HCG, pituitary HCG, placental site
trophoblastic disease and quiescent HCG. Though the role of
hyperglycosylated HCG to indicate the activity of the disease
has been shown by Cole et al, it requires validation from larger
trials. The availability of the investigation is also limited.9

Though there is no evidence of placental site trophoblastic
tumor (PSTT) in this patient, long-term follow-up is required to
detect late onset of its presentation.6 12

As per reported literature, this is the first case with a history
of recurrent molar pregnancy that was prospectively managed
conservatively with surveillance of low levels of serum HCG
even 6 months after evacuation. The levels reverted to normal
and the patient showed no evidence of recurrence of molar
pregnancy. She will be kept under follow-up with serum HCG
for six more months and further.

Learning points

▸ A conservative approach can be followed for persistently
raised low levels of serum HCG in women with recurrent
molar pregnancy.

▸ Surveillance for low levels of serum HCG may be used for
follow-up and to select women for chemotherapy.
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