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A 24-year-old Thai woman presented with large for date. Two dimensional (2D) and Doppler ultrasonography
revealed a large placental mass with prominent vasculature suggestive of chorioangioma with polyhydramnios. Three-
dimensional (3D) ultrasonography was used to demonstrate the better images for parental counseling. Close observation
with serial ultrasonography was chosen with spontaneous decreasing of amniotic fluid. On the follow up, six months after

birth, the baby had hepatic hemangioma, which responded to corticosteroid and propanoral.

Although, there are several invasive therapeutic treatments adopted in the management of chorioangioma. Such
procedures can cause serious complications. Expectant management should be another option because large chorioangiomas
may have spontaneous infarction that improve fetal hemodynamics and clinical outcomes.
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Chorioangioma or placental hemangioma
is the most common benign vascular tumor of
the placenta originating from primitive chorionic
mesenchyme. They were originally described
by Clarke in 1798" with the estimated prevalence
of approximately 0.5 to 1.0%®. The etiology and
recurrent risk are unknown. Most of chorioangiomas
are of no clinical importance. However, large (more
than 4 cm) or multiple chorioangiomas, which
occurred less frequently, are usually accompanied by
a variety of complications affecting both the mother
and the fetus.

As asymptomatic benign conditions, small
tumors are usually treated with expectant management
with serial ultrasonography every 6-8 weeks, whereas
large tumors require serial ultrasonography every

Correspondence to:

Saksiriwuttho P, Division of Fetal Diagnosis and Therapy,
Department of Obstetrics and Gynaecology, Faculty of Medicine,
Khon Kaen University, Khon Kaen 40002, Thailand.

Phone: 043-363-030

E-mail: piyamassaksiriwuttho@yahoo.com

496

1-2 weeks® to early detection of fetal complications.
In situations in which maternal or fetal complications
necessitate intervention, there are several invasive
possible treatments. However, limitation of experience
in some regions and no consensus for the efficacy of
these methods, expectant management becomes
another option.

The presented case describes a pregnant
woman with a large chorioangioma detected at
26 weeks’ gestation. A 3D ultrasonography was
used to demonstrate the better images for parental
counseling. The pregnancy was uneventful in spite of
such a large chorioangioma and led to a successful
outcome with expectant management. The present
study was approved by Khon Kaen Ethics Committee,
No. HE541296.

Case Report

A 24-year-old Thai woman, primigravida,
had an unremarkable prenatal course until 26 weeks’
gestation. She started to have large for date. The height
of her fundus was 32 cm with normal fetal heart rates.
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The rest of the clinical examination was normal.
The 2D and 3D ultrasonography showed a 26 weeks
single female viable fetus, weight 1,400 gm, with
polyhydramnios (amniotic fluid index: AFI =41 cm)
and a 5x5x7 cm complex, roundmass protruded into
the amniotic cavity (Fig. 1, 2). Another part of the
placenta showed normal morphological appearance.
Doppler ultrasonography of the complex mass
demonstrated prominent vasculature which suggestive
of chorioangioma (Fig. 3). After parental counseling
about the pathophysiology, risks for maternal and
fetal complications, prognosis and possible choices
of treatment, they chose expectant management.
Subsequent ultrasonography was done every two weeks
to follow fetal growth and other complications. The
ultrasonography performed at 32 weeks revealed fetal
scalp edema with fetal weight 2,804 gm without
other signs of hydrops fetalis. Chorioangioma size was
measured approximately 7x5.7x6.9 cm. Polyhydramnios
(AFI=35 cm) was still noted. At 36 weeks, the patient
became complicated by preterm labor. Ultrasonography
revealed decreasing of amniotic fluid (AFI = 25 cm).
She delivered a female infant weighing 3,610 gm by
cesarean section due to cephalopelvic disproportion.
Apgar score were 6, 7, 8 at 1, 5, 10 minutes,
respectively. The infant had generalized skin edema
and hepatosplenomegaly. Her initial hematocrit was
40% volume. On the follow-up, six months later, the
baby had hepatic hemangioma, which responded to
corticosteroid and propanoral. Placenta was sent for
histopathological examination. Gross examination of
the placenta showed a 4.5x10x3 cm well circumscribed
oval lesion, red in color and firm in consistency
(Fig. 4). A cross section showed some necrotic areas
(Fig. 5). Microscopic view exhibited an angiomatous
proliferation similar to somatic capillary (Fig. 6).
Histological features were consistent with placental
chorioangioma.

Discussion

Chorioangioma can cause a variety of
complications affecting both mother and fetus. The
main fetal risks include non-immune hydrops fetalis,
cardiomegaly, congestive cardiac failure, anemia,
thrombocytopenia, consumptive coagulopathy,
prematurity, and sudden infant death®®. Maternal risks
are mainly polyhydramnios and preterm delivery”.

Shafqat G et al® reported an emergency
primigravida case with complaints of decreased fetal
movements. Her 2D ultrasonography revealed a
single hydropic fetus with no fetal heart. A well-
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Fig.1  The 2D ultrasonography at 26 weeks’ gestation
showed placental mass protruded into the amniotic

cavity.

Fig.2  The 3D ultrasonography at 26 weeks’ gestation
showed placental mass protruded into the amniotic

cavity.

Fig. 3

Doppler ultrasonography at 26 weeks’ gestation
demonstrated prominent vasculature suggestive of
chorioangioma.
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Fig. 4

Fig. 5
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Gross examination of the placenta showed a well
circumscribed oval lesion.

# S54-5212

The cross section of the placenta showed some
necrotic areas (arrow).

Microscopic view exhibited an angiomatous
proliferation.

circumscribed huge hypoechoic vasculature mass was
seen at the lower end of the placenta. After induction
of labor, she delivered a male hydropic fetus. Placenta
was sent for histopathological examination. Histological
features were consistent with placental chorioangioma.

Kusum DJ et al® reported a full term case
with absent fetal movements. Ultrasonography
revealed a single hydropic intrauterine fetus with
no cardiac activity. The patient underwent labor
and the placenta was sent for histopathological
examination. Microscopic examination showed a
tumor mass composed of capillary and cavernous sized
blood vessels. Thus, a final diagnosis was placental
chorioangiomas leading to hydrops fetalis and
intrauterine fetal death.

In the presented case, the patient suffered
from massive polyhydramnios. A 2D ultrasonography
showed evidence of chorioangioma. A 3D ultra-
sonography, as in this case, was used to get the better
images of the chorioangioma. The quality of these
images allowed the parents to get more understanding
about the abnormal placental morphology. Serial
ultrasound examinations surprisingly revealed
decreasing of amniotic fluid. This finding can be
explained by the necrosis of some parts of the
chorioangioma demonstrated by microscopic
examination.

This case was diagnosed late, 26 weeks
gestation, due to lack of awareness of placental
abnormality. Thorough ultrasonography of the placenta
might help to improve the early diagnosis.

There are several prenatal therapeutic
treatments adopted in the management ofchorioangioma,
for example, ultrasound guided interstitial laser
therapy?, in-utero endoscopic devascularization with
use of suture ligation or bipolar cautery via fetoscopy'?,
microcoil embolisation!?, and alcohol injection?.
However, such procedures are mostly invasive and
can cause serious complications such as intrauterine
infection, preterm labor, preterm birth, or even fetal
death. There is no consensus for the true efficacy and
successful rate of these methods. Follow-up with
regular ultrasonography for amniotic fluid index, color
Doppler waveform of the middle cerebral artery for
fetal anemia and pre-hydropic signs should be another
option because large chorioangiomas may have
spontaneous infarction which decrease in tumor
volume, blood flow and, finally, amniotic fluid. Such
situations improve fetal hemodynamics and clinical
outcomes. Chazotte C et al' reported a case of a large
chorioangioma diagnosed prenatally with hydrops

J Med Assoc Thai Vol. 96 No. 4 2013



fetalis in the second trimester. Spontaneous regression
of the tumor occurred, associated with some resolution
of'the fetal hydrops and delivery at near term with good
neonatal outcome.

Conclusion

The quality of 3D ultrasonography images
allow the parents to get more understanding about the
abnormal morphology of chorioangioma. Several
therapeutic treatments adopted in the management of
chorioangioma. However, these procedures can cause
serious complications. Regular ultrasonography should
be one of the options because large chorioangiomas
may have spontaneous infarction that improve fetal
hemodynamics and clinical outcomes.
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