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Teenage Pregnancy with Chorioangioma: A Case Report with a
Review on the Recent Trends on its Diagnosis and Management
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Abstract: Placental Chorioangiomas are rare placental tumors. They are often not diagnosed until delivery or till the
onset of complications. A review of the literature reveals a wide spectrum of the presenting features and its associated
complications. Usually, large tumors are associated with maternal and fetal complications. Recent advances in the
diagnosis and management of these tumors have been worthwhile in cases associated with complications. Current
advances in the management of large Chorioangiomas are noteworthy in cases of extreme prematurity as the timing of
delivery is a challenge in such scenarios. However, the timing of delivery has to be individualized. Due to atypical
presentation and unpredictable manifestations of Chorioangiomas, prompt diagnosis and timed follow up is mandatory in
all cases. Though these tumors are usually associated with increased maternal age, we report a case of teenage

pregnancy with Chorioangioma and its management.
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INTRODUCTION

Chorioangiomas are rare placental tumors with
unpredictable outcomes [1-3]. Large-sized tumors are
associated with complications like polyhydramnios,
placental abruption, pre-eclampsia, preterm labor, fetal
anemia, thrombocytopenia, intrauterine  growth
retardation, fetal congestive cardiac failure, perinatal
stroke and fetal demise [4-11]. Risk factors for
chorioangioma include increased maternal age, first
pregnancy, female fetus, high-altitude, essential
hypertension and multifetal gestation [1, 2, 12].
Diagnosis is usually by ultrasound between 23-35
weeks of gestation and confirmed by histopathology
[13-15]. Early diagnosis is preponderant as an increase
in their size is an indication of potential complications.
Though the management is usually conservative with
6-8 weekly serial ultrasound scans, however, some
tumors grow aggressively and need to be reviewed
weekly. Tumors larger than 4 cm in size may cause
hydrops fetalis and its associated complications [3, 4,
17]. Management is individualized according to the
gestational age and severity of complications [13, 14,
16]. Recent advances in the management of these
cases are useful in cases of extreme prematurity as the
timing of delivery remains a challenge for physicians in
such  scenarios. Though chorioangiomas are
associated with increased maternal age, the following
case report represents the successful management of
teenage pregnancy with chorioangioma.
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CASE REPORT

18 years, young primigravida was booked in our
antenatal clinic at 15 weeks of gestation. She did not
have any significant medical and surgical history. She
did not have family history of Chorioangioma. Booking
laboratory investigations and viability scan was normal.
She was diagnosed as a case of chronic urticaria at 18
weeks of gestation and was treated with antihistamines
and oral steroids. At 24 weeks gestation, an anatomy
scan revealed a hypoechoic mass in the placenta close
to the cord insertion. For confirmation of the diagnosis,
she was referred to the fetal medicine unit (FMU). She
had another scan at FMU at 26 weeks of gestation
which confirmed the diagnosis of chorioangioma. The
tumor size was 3.45cm*3.2 cm with normal fetal growth
and amniotic fluid index. She and her family were
counseled in detail regarding the diagnosis and the
potential risks associated and the need for close
monitoring. She was offered a scan in FMU every 4-6
weekly. She was managed conservatively. Her glucose
tolerance test at 26 weeks was within normal limits
(Fasting- 4.0 mmol/L, 1** hour-6.0 mmol/L and 2" hour-
6.7 mmol/L). FMU scan was repeated after 6 weeks at
32 weeks 6 days of gestation and an insignificant
increase in the tumor size was noted. No associated
complications were noted.

The patient and her family were counseled in detail.
She was on conservative management and another
scan was scheduled after 6 weeks. At 37 weeks 4 days
gestation she was admitted in labor. Labour was
closely monitored and progressed well. She had an
uneventful vaginal delivery. She delivered a healthy
female baby, weight 3.392kg with APGAR score of
9/10. Active management of the third stage was
performed. Placenta and membranes were examined
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after delivery. Around 5 cm tumor with increased
vascularity was noted in the placenta near cord
insertion. Cord and cord vessels were normal on gross
examination. The placenta was sent for histopathology.
She was observed for post-partum hemorrhage for 24
hours. She had an uneventful post-natal period. She
was discharged home in a clinically stable condition.

The histopathology result revealed an infarcted
benign chorioangioma of the placenta. Infarction of
chorioangioma impeded its growth and associated
complications and thus the patient had an uneventful
course during pregnancy.

DISCUSSION

Incidence

The incidence of chorioangioma is 1 % [1, 4]. Even
though they are rare, but they are the commonest
placental tumors [13, 18]. Large or multiple
chorioangiomas are rarer with an incidence of 1:3500
to 1:16000 births [4]. Amer et al. has described
Chorioangiomas as hamartomas [1]. It is suggested by
Amala et al. that the massive proliferation of these
tumors lead to arteriovenous shunts and may cause
complications associated with them [4].

Risk Factors

Risk factors for chorioangioma include increased
maternal age, first pregnancy, female fetus, high-
altitude, essential hypertension, diabetes and multifetal
gestation [4, 11, 25]. These tumors are usually
associated with increased maternal age. Cases have
been reported in women between 22-37 years of age
with increased incidence with age, however, in the
above case, it was associated with teen pregnancy.
After reviewing the literature, it seems that this is the
first case report associated with teenage pregnancy.

Pathophysiology

The exact pathogenesis of chorioangioma is not
clear, however, it is suggested that the proliferation of
primitive angioblastic tissue of the placenta may cause
these malformations. Some authors have suggested
the role of hypoxia and genetics in their pathology [4].
Other variants of cellular and degenerative types are
also described by Amala et al. [4].

Diagnosis

These tumors are diagnosed by sonography;
however, small tumors are often missed. In ultrasound

scans, these tumors appear as well-circumscribed
hypoechoic, circular areas near the insertion of the
umbilical cord. Doppler study reveals low resistance
pulsatile flow in the cystic areas [2, 13, 14, 19]. Serial
scans may show accelerated growth and associated
complications like polyhydramnios, hydrops, etc.]. In
cases of large size tumors, other associated
complications should also be evaluated during follow
up scans. Because of the high risk for fetal heart failure
associated with very vascular tumors, fetal echo should
be offered and complete assessment of fetal color
Doppler should be performed with the biophysical
profile if indicated. Zanardini et at 2010, in their study,
found the average gestation for diagnosis as 28 weeks
+ 4 days (ranging from 23 +weeks 2 days to 35 weeks
+ 1 day) [3]. Tumors markers, human chorionic
gonadotrophin, and alpha-fetoprotein levels should be
evaluated if there is any suspicion of trophoblastic
neoplasia.

Differential Diagnosis

These tumors should be differentiated from molar
pregnancies, placental site trophoblastic tumor and
Choriocarcinoma as Doppler and ultrasound findings
are similar to placental chorioangioma. Subamniotic
hematoma, placental teratoma, atypical placental
venous lake, etc. are few of the other differential
diagnosis [4, 13, 14].

Complications

Tumors less than 4 cm diameter are usually benign
[2, 5]. Large tumors and multiple tumors are rare but
are associated with complications for both the mother
and the fetus [5, 6, 16, 17]. However, very large tumors
without any complications have also been reported [4].
Maternal complications like polyhydramnios may cause
maternal distress, preterm labor, and placental
abruption with higher incidence for the need for
cesarean sections and postpartum hemorrhage [2, 3, 5,
26]. Fetal complications associated with
chorioangiomas are fetal anemia, thrombocytopenia,
intrauterine growth retardation, fetal congestive cardiac
failure, and fetal demise [2, 3, 7, 9-11]. In the study by
Zanardini et al. in a study of 19 cases, 7 patients (36.84
%) developed polyhydramnios. 31.58% (n=6) cases
had growth-restricted fetus. 36.84 %( n=7) required
prenatal intervention; fetoscopic laser treatment (n=1),
amniodrainage (n=2) interstitial laser therapy (n=3) and
elective preterm delivery (n=1), @32 weeks).

Interstitial laser therapy was given as early as 25
weeks to prevent fetal demise. The average gestational



8 International Journal of Gynecological and Obstetrical Research, 2020, Vol. 8

Athar and Siam

age at delivery was 35weeks (33 weeks + 0 to 38 +
5weeks). One fetus had stillbirth [3]. Ghidini et al. in a
case report discussed the association of
chorioangioma with perinatal stroke on the third day of
birth [8]. Several other studies have shown an
association with perinatal cerebral arterial infarction [7,
9, 10].

Management

Chorioangioma usually has a benign course and is
treated with expectant management [6]. Small tumors
(less than 4 cm are usually monitored every 6-8 weeks
with an ultrasound scan, whereas large highly vascular
tumors require serial ultrasound examination with
Doppler flow studies every 1-2 weeks. Treatment of
complications is usually case-specific. Amnioreduction
for polyhydramnios reduces maternal discomfort and
minimizes the risk of preterm labor, rupture of
membranes, placental abruptions and post-partum
hemorrhage. Therapeutic amniocentesis and maternal
indomethacin therapy are the other alternatives. Many
recent studies have advocated the improvement in
neonatal outcomes by ultrasound-guided or endoscopic
laser devascularisation in the fetus with hydrops or
early features of congestive cardiac failure. Jones et al.
have recommended the injection of thrombogenic
materials and microcoil embolization [24]. Other
suggested measures are intratumoral alcohol ablation
and laser surgery in thrombosing blood flow to a large
placental chorioangioma [20]. Ercan et al. applied a
combined approach with intratumoral alcohol injection,
cordocentesis, intrauterine transfusion, and
amnioreduction in a large placental chorioangioma [20].
Hamouda et al. suggested in utero embolization for
placental chorioangioma and neonatal multifocal
hemangiomatosis [21]. Radiofrequency ablation has
been tried successfully by some authors [22, 23].

Timing of Delivery

For small tumors without any fetal or maternal
complications, there is no need to induce labor or
expedite delivery unless indicated for any other
maternal or fetal reason. Some cases of
chorioangiomas with without polyhydramnios are
complicated with preterm birth [26]. The timing of
delivery in these cases depends on the severity of
complications and the gestational age of the fetus. In
the second trimester or cases of extreme prematurity,
delivery is not considered due to pre-maturity. In these
cases, the offered management should be case-
specific. In cases of polyhydramnios amnio-reduction

[21, 25] and in case of severe fetal anemia intrauterine
transfusions [21] should be offered at a feto-maternity
specialized wunit. In patients with progressively
increasing/large tumors with complications, the
available options are devascularisation of tumor,
embolization of tumor blood vessels, laser coagulation
or ablation with radiofrequency [20-22, 24, 25].
Chemosclerosis is also an option, where other methods
are not available [27]. Post-treatment follow up scans
should be monitored to assess the response and to
address ongoing complications. In the third trimester
delivery may be timed depending on the severity of the
complications. Antenatal fetal surveillance is mandatory
where invasive methods are offered. Antenatal steroids
should be offered in preterm cases with elective
delivery.

CONCLUSION

Chorioangiomas though uncommon but are
associated with fatal maternal and fetal complications.
Close monitoring by ultrasound and timely
management of complications is the key to reduce
neonatal and maternal morbidity and mortality. As they
have a wide spectrum of etiology and unpredictable
course of progression, these cases should be reported.
Future literature reviews and systemic reviews would
help understand the progression of these tumors.
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