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[ Abstract] Objective To investigate the prenatal diagnosis and management of twin pregnancies compli-
cated by a coexisting molar pregnancy. Method Retrospective analysis of three cases of twins pregnancies
complicated by a coexisting molar pregnancy in Guangdong Women and Children Hospital. Results Three
cases were all twin pregnancies complicated by a complete mole and coexisting fetus. Overall, one case was
conceived with assisted reproductive technology and one case was conceived separately in uterus didelphys.
All the cases did not detect molar pregnancy for the first ultrasound examination and the mean gestation
age at diagnosis was 14. Oweeks(13~17weeks). All the women opted to terminated the pregnancy and the
mean terminated gestation was 16. 3weeks (13 ~ 20weeks). Three cases (100%) were complicated with
complications. And there were no fetus survival. Conclusions Multiple pregnancies complicated by a co-
existing molar pregnancy are rarely occurred. The prenatal diagnosis is difficult. Management is compli-
cated and women should be counselled about the maternal and fetal complications.
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