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ABSTRACT: Chorangioma or placental hemangioma is a primary benign neoplasm of the 

placenta. It consists of vascular mass arising from chorionic tissue. Chorangiomas provide useful 

insights into pathophysiology and pathogenesis of fetal and maternal disorders .We herewith, 

present a case  of giant extraplacental chorangioma associated with maternal preeclampsia and 

low birth weight baby. 
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INTRODUCTION: Chorangioma is a non-trophoblastic tumor of the placenta, characterised by 

excessive vascular proliferation within chorionic villi. It is also referred to as a hamartoma or a 

hyperplastic capillary lesion. Though a benign lesion, large chorangiomas are usually associated 

with maternal or foetal complications. Small intraplacental chorangiomas are common but large  

extraplacental chorangiomas are quite rare. Only, few similar cases are reported in literature. 

 

CASE HISTORY: A 26 year old female,G2P1l1 at 36 weeks of gestation was admitted for pre-

eclampsia and emergency cesarean section was done. A live female baby of 2 kg was extracted. 

Postpartum course for both baby and mother was uneventful. 

PATHOLOGICAL FINDINGS: Gross examination, showed a lobulated firm mass attached to the 

placenta by a short pedicle, measuring 13x8x4 cms. (Fig 1)  The pedicle was cut and the whole 

soft tissue mass weighed 300 gms .Placenta, membranes and umbilical cord were 

unremarkable. Cut section from the mass showed grey-white to grey-tan areas. Microscopic 

examination revealed a lesion composed of capillary-type blood vessels within a cellular stroma, 

showing occasional mitosis (Fig 2, Fig 3,Fig 4). Few cavernous spaces were also interspersed. 

The histological features were consistent with chorangioma. 

DISCUSSION: The incidence of large chorangiomas range from 1:3500 to 1:9000.1The 

occurrence increases in placentas at high altitudes.2 They are often found in primipara and twin 

pregnancies. Risk factors associated with the occurrence of chorangiomas include women over 

30 years, diabetes and hypertension. The recurrence risk is not yet known. Examination of the 

placenta is essential, as the presence of chorangioma helps in elucidation of specific etiologies of 
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abnormal pregnancies.  The histological diagnosis of a chorangioma is not a problem. Variants 

include capillary, cavernous, endotheliomatous, fibrosing and fibromatous chorangiomas. 

In this study, the lesion was surrounded by a layer of trophoblast and composed of small 

size capillary vessels lined by single layer of flattened endothelial cells. There was no evidence 

of atypia. Few cellular areas in the lesion showed 3 mitosis per 10 high-power fields .If the 

mitotic count is more than 7 per 10 high-power fields and associated with cytologic atypia and 

necrosis it is termed as atypical chorangioma.3Chorangiocarcinoma, though a misnomer, is 

considered if there is trophoblast proliferation.4 

As the lesion involved the stem villi and was expansile, it was distinguished  from 

chorangiosis and chorangiomatosis . In chorangiosis, terminal villi are involved and a 

minimum of 10 villi are required, each with 10 or more vascular channels5 and in 

chorangiomatosis lesion permeates the normal villi instead of an expansile lesion.6 The 

diagnosis of chorangiomas is problematic, if it undergoes infarction or shows degenerative 

changes such as hyalinization, myxoid stromal changes or calcification. 

Chorangioma is a potentially hazardous vascular lesion. It is clinically significant if the 

size is greater than 5 cms, which is then referred to as a giant chorangioma.7 Extensive literature 

review, reveals a distinct relationship between chorangiomas and  feto-maternal complications, 

which include, fetal cardiomegaly, fetal anemia,  thrombocytopenia, polyhydramnios, non-

immune hydrops, fetal heart failure, fetal growth restriction, preterm delivery.1,2,6.7,8,9,  

Few authors have reported its association with maternal preeclampsia, which was 

apparent in this case.1, 2 Fetal growth restriction is a cause of low birth weight, its relation to 

chorangioma has been documented in earlier studies.1, 2, 7, 9.Chorangioma, acts as a physiological 

dead space, resulting in chronic hypoxia leading on to fetal growth restriction.7 This explains, 

the low birth weight in this infant. Though, in our study it was a giant chorangioma many of the 

complications were not observed. It is speculated, that placental tissue compensates for the 

foetal demands, thus decreasing the incidence of complications. Earlier studies have described 

the pathophysiology and pathogenesis of various complications associated with chorangioma.1, 

2,7 Pathophysiologically, fetal heart failure can arise from increased blood flow through the low 

resistance vascular channels, fetal anemia and thrombocytopenia may occur due to 

sequestration of blood in the vascular mass7  and hydrops fetalis may result from 

microangiopathic haemolytic anaemia.8, 9.Other complications include, Polyhydramnios which 

may be related to fetal heart failure7 and Ante partum haemorrhage, resulting from rupture of 

vascular pedicle.10Therefore, chorangiomas cannot be overlooked as they have a significant 

impact and can result in serious problems for the developing fetus and the mother. Literature 

search reveals that MRI, Doppler and ultrasound imaging helps in prenatal diagnosis of 

chorangiomas11  and the different modalities of treatment are intrauterine transfusions through 

cordocentesis, amniodrainage for polyhydramniosis, endoscopic devascularization, alcoholic 

ablation and interstitial laser coagulation.12 

 

CONCLUSION: Examination of placenta is crucial in complicated pregnancies for identifying 

chorangiomas. The pathophysiology and pathogenesis of various feto-maternal complications 

can be  accounted by this biologically indolent entity. 

Antenatal diagnosis and treatment of placental chorangioma can reduce fetal morbidity 

and mortality. 
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Fig 1-Gross, large lobular, soft tissue mass. 

 

Fig 2-Showing predominantly capillary size vessels within the stroma (H& E, X 200) 

 

 

Fig -3 Microphotograph showing varying size vessels within the stroma (H& E, X 100) 
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Fig-4 AnotherView showing blood vessels lined by flat endothelial cells (H& E, X 200) 
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