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 Vasanthi D., Nagashree U.*, Sreepriya Sundaram 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Placental chorioangioma is the most common tumor of 

placenta. Incidence is 1 in 100 placentas; seen more 

frequently in multiple pregnancies and in female babies.1 

It’s mostly attributed to capillary dys vasculogenesis. 

Large chorioangiomas can cause maternal and foetal 

complications while the smaller ones are asymptomatic. 

Importance of early diagnosis, follow-up, antenatal 

surveillance and timing of delivery have to be 

individualized.  

CASE REPORT 

An unbooked 26-year-old primigravida of 28 weeks 

gestation with a known chorangioma of placenta 

diagnosed at 20 weeks was referred to the study hospital 

for tertiary care. 

She had a spontaneous conception, H/O regular menstrual 

cycles. She had no comorbidities-she had subclinical 

hypothyroidism in pregnancy for which she is on 

medication; no other significant family history could be 

elicited. Only H/O subchorionic haemorrhage at 11+ 

weeks gestation on ultrasound. 

 

Figure 1: Placental chorioangioma with Doppler. 

A 28 weeks growth scan at study centre showed a 

hypoechoic mass lesion of 5.4×5.1 cm seen arising from 

the placenta on foetal side close to cord insertion. 

Umbilical and Middle cerebral artery Doppler was 

normal and estimated foetal weight was 1092 gm which 

corresponded to the period of gestation. Serial follow up 

through scan was done every 2 weeks to monitor growth 

and liquor with dopplers.  

ABSTRACT 

Chorioangioma is a benign tumor of placenta, incidence being 1 in 100 cases. It is mostly diagnosed ultrasonically in 

the second trimester of pregnancy. Large chorioangiomas render a challenge to obstetricians due to the foeto maternal 

complications and adverse outcomes. Here by authors present a case report of large chorioangioma with no 

fetomaternal complications but just for awareness of the importance of early diagnosis and to look out for possible 

adverse effects on mother and foetus. 
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Figure 2: Placental chorioangioma. 

 

Figure 3: Pic 1 (40x) and 4 (10x) (H and E): section of 

a mass lesion composed of proliferating capillary sized 

blood vessels lined by endothelial cells. 

A 34 weeks scan showed a placental mass of 8.1×5.9 cm 

seen along the upper edge of the placenta revealing 

significant vascularity with venous and arterial flow. 

Umbilical and Middle cerebral artery Doppler was 

normal, AFI was 15.1 cm and estimated foetal weight 

was 1853 gm; which was small for gestational age. She 

was advised high protein diet, monitoring of fetal kick 

counts daily, regular Blood pressure monitoring with 

immediate reporting in case of breathlessness or pain 

abdomen. Possibility of preterm labour was explained 

and she was given Inj. Betamethasone 12 mg two doses -

24 hours apart. At 37 weeks gestation - the size of the 

placental tumor was the same with foetal weight of 2.4 

kg±200 gm. She was planned for elective LSCS at 38 

weeks gestation in view of large placental tumor. 

She delivered an alive girl baby of 2.6 kg with a cord 

around the neck. Placenta with a large tumor was 

removed and sent for HPE. Postpartum period was 

uneventful. 

HPE revealed chorioangioma of placenta. Chorioamniotic 

membrane and cord are unremarkable. 

DISCUSSION 

Placental chorioangiomas are benign hamartomatous 

placental growths comprising vascular tissue reported in 

approximately 1% cases.2 Large chorioangiomas >5 cm 

has been reported to occur at a rate of 1:3500 to 1:16000 

births.3 They have no malignant potential. Three 

histological types of chorioangiomas have been 

described. 

Angiomatous (capillary), cellular and degenerative with 

angiomatous as the most common type. 

Maternal complications 

Maternal complications were polyhydramnios, preterm 

labour, toxaemia of pregnancy and abruption   

Foetal complications 

Foetal complications were congenital abnormalities, 

foetal hemolytic anaemia, foetal thrombocytopenia, foetal 

cardiomegaly. 

Associated anomalies: An association has been noted 

between chorioangioma and the following  

Fetal hemangiomata, twinning, single umblical artery, 

velamentous insertion, fetal hydrops (worse prognosis). 

Theories for polyhydramnios 

a. Transudation of fluid caused by mechanical 

obstruction of blood flow by the tumor near the cord 

insertion.  

b. Increased transudation of fluid due to large vascular 

surface area.  

c. Functional insufficiency of placenta secondary to 

bypassing foetal circulation via shunt mechanism 

into tumor vascular bed. 

Perinatal mortality has been reported in about 30-40% 

cases. Foetal cardiomegaly could be secondary to high 

cardiac output from AV shunting leading to heart failure. 

Vascularity of the tumor may be more important than the 

size in development of polyhydramnios. Large 

chorioangiomas >5 cm particularly when rapid growing 

is associated with negative clinical impact.4,5 

Diagnosis 

Feto maternal haemorrhage across tumor capillaries leads 

to elevated AFP levels in maternal blood and maternal 

hemolysis. 

Ultrasound with colour doppler imaging confirms the 

diagnosis.6 

MRI findings could be heterogenous mass with high T2 

signal intensity appearance similar to hemangioma.  

Fetal anemia is assessed by middle cerebral artery -peak 

systolic velocity and foetal heart strain by assessing 

cardiomegaly and ductus venosus pulsatility index.7,8 
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Decision to deliver patients based on criteria 

Uncomplicated cases: Irrespective of the size of tumor, 

decision regarding mode of delivery can be taken at term 

gestation. 

Complicated cases: Elective/emergency surgery can be 

planned based on the fetal viability and complications. 

IUGR babies: Serial follow ups are needed in these cases. 

If ductus venosus pulsatility index DV-PI above 95th 

percentile before 32 weeks, if reversed umbilical artery 

end diastolic flow from 32 weeks, if absent umbilical 

artery end diastolic flow from 34 weeks and decision for 

delivery to be taken. 

Suspicious or non-reactive CTG changes: Fetal heart rate 

short term variability <2.5th percentile, significant 

deterioration of foetal biophysical profile (<6/10). 

Differential diagnosis 

Differential diagnosis were partial hydatidiform mole, 

placental hematoma, degenerated myoma uteri. 

Management 

Proper timing of labour is controversial and depends on 

fetomaternal complications. The more vascular the tumor, 

the worse the perinatal outcome. In this case which had 

decreased tumor vascularity, minimal complications were 

seen. Rapid growth of vascular tumors has been reported 

in the second trimester. 

Several fetal therapies have been attempted with variable 

results. 

Supportive measures include serial fetal intrauterine 

transfusions, amnioreduction through therapeutic 

amniocentesis, maternal transplacental pharmacotherapy 

with Indomethacin. 

Definitive endoscopic surgical devascularization (ligation 

/clipping fetoscopic laser ablation, embolization, chemo 

sclerosis with absolute alcohol injection) and 

radiofrequency ablation of tumor vessels can be 

performed. 

Follow-up 

Small tumors usually monitored with ultrasound every 6-
8 weeks; large tumors require serial ultrasound 1-2 
weeks.9 

In case of IUGR and fetal complications- monitoring with 
doppler imaging and CTG as OP basis is advisable. 

CONCLUSION 

Importance of early diagnosis and individualized 
assessment is the key point. Serial ultrasound and 
Doppler, follow-up in case of foetal complications every 
2 weeks is advisable. High foetal death in these cases 
warrants institutional and timely delivery. 
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