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Abstract  

Present report relates to a 40-year-old patient with 36 weeks of pregnancy and non-trophoblastic benign 

placental neoplasm chorioangioma (placental hemangioma). The incidence of chorioangioma has been 

described as 0.5 to 1.0 % of all pregnancies. Tumors may be >4 cm in diameter; such tumors are called 

giant tumors. Smaller tumors are generally asymptomatic. However, clinically-significant chorioangioma 

occur less frequently; incidence varying from 1 in 3500 to 1 in 9000 pregnancies. Giant chorioangiomas 

are very rare tumors; only a few cases have been reported. Feto-maternal complications like fetal growth 

retardation, anemia and hydrops may develop in a patient with chorioangioma. Further, fetal loss may be 

as high as ~ 40 %. Increased incidence of chorioangiomas may occur at high-altitude pregnancies, 

suggesting role of hypobaric hypoxia in pathogenesis of chorioangioma. 
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Introduction  

Placental chorioangioma was first reported by 

Clarke in the year 1798[1]. It is a benign non-

trophoblastic neoplasm. It appeared to arise from 

a primitive vascular mesenchymal cell. Etiology 

of chorioangioma is still not clear. Most of the 

patients are aged >30 years. Tumor is comprised 

of numerous small dense capillaries and loose 

fibrous tissue [2]. The differential diagnosis may be 

chorioangiosis. Chorioangiosis is capillary 

hyperplasia with > 10 capillaries in 10 villi; while 

normal villus has 5 capillaries/villus. Main 

difference between chorioangioma and 

hemangioma is that villi are not seen in 
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Chorioangioma. Single case of Giant 

chorioangioma has been described from Indonesia 

[3]. Chorioangiocarcinoma may be another 

differential diagnosis. In this lesion, proliferation 

of trophoblastic tissue is also seen along with 

chorioangioma - like appearance [4].  Patient was 

finally diagnosed as Giant chorioangioma.  

 

Case Report  

A patient aged 40 years female had a placental 

tumor. Tumor was round and cut surface showed 

solid lobulated greyish-white appearance. Tumor 

was well circumscribed; it measured 9×6×5 cm. 

Tumor arose from chorionic plate on fetal side. 

Outer placental surface showed ruptured amniotic 

membranes; maternal surface contained blood 

clots. Umbilical cord measured 25 cm in length. 

Ultrasonography revealed a tumor arising from 

fetal side of placenta. She underwent emergency 

caesarean delivery at 36 weeks gestation. 

Microscopically, solid sheets of proliferated 

endothelial cells were seen, forming blood vessels 

with surrounding stroma (figure 1a). Mild 

anisonucleosis was seen. Several dilated and 

congested vessels were seen along with areas of 

haemorrhage and focal hyalinization. 

Immunohistochemistry examination revealed 

strong positivity (3+) of tumor cells with anti-CD 

31, anti-CD 34 and anti-Glut-1 antibodies (figure 

1a-c).  
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Discussion 

Most important feature of current tumor was its 

size. Giant-sized (>4 cm) tumors appear to be 

symptomatic while small-sized tumors do not 

develop symptoms. In addition, giant-sized 

chorioangiomas may produce feto-maternal 

complications. Large giant-sized tumors may 

produce deficiency of nutrients and hypoxia in 

fetus [3]. In addition, IHC findings of current tumor 

showed focal positivity for cytokeratin (±) and 

strong positivity (3+) of endothelial cells with anti 

- CD 31, anti - CD34 and anti – Glut-1 antibodies.  

Results of IHC findings suggested the origin of 

current tumor from blood vessels of chorionic 

plate and villi[4,5]. Tumor comprised of 

proliferated endothelial cells forming capillaries 

and surrounding fetal mesenchyme. In addition, 

tumor cells showed mild anisonucleosis. 

However, aggressive behavior has not been 

reported with current tumor. Tumor was finally 

diagnosed as chorioangioma.  In addition, 2 

prominent feeding vessels were seen in the tumor. 

Feeding vessels appeared to provide nutrition to 

rapidly multiplying tumor cells. Another feature 

of current tumor was 'stealing' phenomenon which 

might deviate blood from high vascular resistance 

site to low vascular resistance area, resulting in 

fetal anemia, congestive heart failure (CHF) and 

fetal hydrops [6,7]. Giant-sized tumors may cause 

several perinatal complications, e.g. arteriovenous 

shunts might develop which might produce 

increased blood volume of the fetus leading to 

polyhydramnios and CHF [8]. Similar giant tumor 

with a maximum diameter of 10 cm has been 

reported [9]. Further, the incidence of giant 

chorioangioma might vary from 1/3500 to 1/9000 

to pregnancies [10, 11].  

 

Conclusion (S)  

Placental pathology confirmed the diagnosis of 

giant Chorioangioma following delivery at 36 

weeks of gestation.  
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