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INTRODUCTION 

Chorioangioma is the term used to describe an abnormal 

proliferation of vessels arising from chorionic tissue,which 

is most commonly observed in the third, and less 

frequently in the second trimester of pregnancy as a 

solitary nodule or, less commonly, as multiple nodules. 

With a reported incidence of 1%, it represents the most 

common tumour of the placenta present over the fatal 

surface of placenta.1,11 The clinical significance of 

placental chorioangiomas is related to the size of the 

tumour. Small chorioangiomas, which represent the 

majority of cases, are of no clinical importance. Those 

larger than 5 cm or multiple are usually accompanied by a 

variety of complications affecting the mother, the 

developing foetus or the neonate.2.  

CASE REPORT 

21 year old primigravida married since 8 months presented 

to us at 26 weeks of gestation with history of PV leak since 

2 days and pain in abdomen. On examination, pallor was 

present over lower palpebral conjunctiva, blood pressure 

(BP) was 120/80 mmHg, uterus was 24 week size, 

changing lie and foetal heart sounds were heard over left 

spinoumbilical line and the abdomen was relaxed but on 

per speculum examination there was no leak demonstrable. 

Ultrasound showed a single live foetus corresponding to 

24-26 weeks of gestation with amniotic fluid index (AFI): 

5 cm (oligohydramnios) with placenta being posterior, 

with 2 vessel umbilical cord and evidence of 58×42 mm 

heterogeneously hypoechoic lesion noted over placenta 

which showed vascularity on colour Doppler likely s/o 

chorioangioma. Patient was started on capsule alamine, 

arginine therapy for borderline oligohydramnios. Two 

doses of injection betamethasone were given 24 hours 

apart. However, the patient went into spontaneous preterm 

labour on day 5. Patient had a vaginal septum which 

needed to be divided before delivery with local 

anaesthesia. A female baby was delivered weighing 749 
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ABSTRACT 

Chorioangioma is the term used to describe an abnormal proliferation of vessels arising from chorionic tissue, which is 

most commonly observed in the third, and less frequently in the second trimester of pregnancy as a solitary nodule or, 

less commonly, as multiple nodules. We here report a case of placental chorioangioma which presented as a case of 

preterm labour. 21 year old primigravida presented to us at 26 weeks of gestation with history of PV leak and pain in 

abdomen. Ultrasound showed a single live foetus corresponding to 24-26 weeks of gestation with amniotic fluid index 

(AFI): 5 cm (oligohydramnios) there was evidence of 58×42 mm heterogeneously hypoechoic lesion noted over 

placenta likely s/o chorioangioma. Patient went into spontaneous preterm labour on day 5 and delivered vaginally. 

Placenta weighted 700 gm. A globular mass of size 6×7 cm was attached to foetal surface of placenta with a pedicle 

with confirmed the finding of ultrasonography. Placental chorioangioma is associated with high rates of perinatal 

complications. Most complications may appear early and delivery is problematic due to prematurity. Thus better 

prenatal investigations and regular follow up is required for early diagnosis and treatment. 
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gm with Apgar of 6, 7, and 8 at 1, 5 and 10 min 

respectively. 

 

Figure 1: Chorioangioma with stalk connecting to 

placenta. 

 

Figure 2: Choriangioma taking vascularity on colour 

Doppler. 

 

Figure 3: Mounted specimen of chorioangioma. 

Placenta weighted 700 gm. A globular mass of size 6×7 

cm was attached to foetal surface of placenta with a pedicle 

with confirmed the finding of ultrasonography. Baby 

expired on 1st postnatal day due to severe hyaline 

membrane disease.  

DISCUSSION 

Chorioangioma placentae was considered as a rare tumour 

of placenta, but in the recent literature its frequency is 

about 1%.1 Immunohisto-chemically, the tumour cells 

show focal staining for cytokeratin 18, a finding that 

suggests origin from blood vessels of the chorionic plate 

and anchoring villi.4 Chorangiomata probably arise as 

malformations of the primitive angioblastic tissue of the 

early placenta.5 Giant chorioangiomas are rare placental 

tumours, associated with a high prevalence of pregnancy 

complications and a poor perinatal outcome.The rate of 

their occurrence rises almost linearly with maternal age: 

chorangiomas are found most often in women who are 

over 30 years old. They are often found in primipara and 

twin pregnancies.6,12  

Prenatal diagnosis of chorioangioma is achieved by 

ultrasonography with colour Doppler.7 The typical 

appearance is of a vascularised tumour, differentiated from 

placental haematoma by pulsed Doppler and colour flow 

mapping.7,8 The approach and treatment in case of prenatal 

diagnosis is dictated by foetal maturation and 

complications detected in the mother and foetus. These 

tumours act as large arteriovenous shunts within the 

placenta, diverting blood away from the foetus.9 Growth 

restriction is due to utero-placental insufficiency from 

increased functional dead space by the presence of the 

tumour.6  

Tumours measuring less than 5 cm rarely are symptomatic, 

unlike larger tumours which being highly vascular act as 

AV shunts causing feral congestive cardiac failure. 

Mothers present with complications such as preeclampsia, 

postpartum haemorrhage, preterm labour, placental 

abruption and polyhydramnios. Polyhydramnios and 

preterm labour being the most common ones. Other 

associated complications are hydrops, haemolytic 

anaemia, congenital anomalies, fatal thrombocytopenia 

and cardiomegaly.10 

CONCLUSION 

High rate of perinatal complications are associated with 

placental chorioangioma. With severe complications, the 

prognosis is dismal. Most complications may appear early 

and delivery is problematic due to prematurity. This 

warrants a need for better prenatal investigations and 

interventions such as ultrasound and colour Doppler. 

Regular follow up helps in timely diagnosis and treatment. 
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