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Figure. A transabdominal ultrasound of the pelvis revealing
a uterus (arrow) with multiple cystic areas within an enlarged
echogenic endometrial cavity (arrowhead).

A 15-year-old Hispanic primigravid female at 12 weeks
gestation presented to the Emergency Department (ED)
complaining of vaginal bleeding for two days. The patient
denied any abdominal pain, nausea, vomiting, or fever. On
physical examination, she was well-appearing with stable
vital signs. Her abdomen was nontender and nondistended.
The pelvic exam revealed a small amount of dark blood
without signs of active bleeding, an anteverted uterus of nine-
weeks size and a closed cervix. Laboratory results revealed a
quantitative beta-human chorionic gonadotropin level (beta-
hCQG) of 59,540 mIU/mL. A transabdominal ultrasound of the
pelvis was performed, which revealed a uterus with multiple
cystic areas within an enlarged echogenic endometrial cavity
(Figure). The patient was thought to have a molar pregnancy
(MP) and the Obstetrics team was consulted. As the patient
was stable, she was scheduled for an outpatient dilatation
and curettage. The subsequent pathology report described
placental tissue with hydropic villi and no fetal tissue,

consistent with a complete mole.

A complete mole is a type of hydatidiform mole in which
there is a chromosomal abnormality, where all genetic material
is usually paternal in origin. Patients commonly present with
vaginal bleeding, uterine size that is larger than expected
for gestational dates, hyperemesis, and pregnancy-induced
hypertension in the first trimester.! Diagnosis involves a beta-
hCG level above what would be expected for the patient’s
gestational age and a pelvic ultrasound that reveals a uterus
with characteristic cystic areas and no evidence of a developing
fetus.? Although our patient did not have many of the classic
symptoms, the sonographic findings were concerning for a
MP. Bedside ultrasonography in the ED can help expedite the
diagnosis and treatment. Admission is warranted if the MP is
greater than 14 weeks gestation due to an increased risk of
pulmonary embolism and respiratory distress.?
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