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S : ABSTRACT

Placental chorioangioma is the most common benign non-trophoblastic vascular

Article info: : tumor of the placenta. Although most lesions are small and clinically insignificant, giant
Received: March 7, 2026 . chorioangiomas (>4 cm) are rare and may be associated with significant maternal and
Revised: April 2, 2026 . fetal complications, including polyhydramnios, fetal anemia, hydrops fetalis, growth
Accepted: April 16, 2026 . restriction, preterm delivery, and perinatal death.

We report two cases of prenatally diagnosed giant placental chorioangioma with
favorable perinatal outcomes. The first patient was a 32-year-old gravida 2 para 1
woman in whom a placental mass measuring 9 x 7 x 5.5 cm was identified at 19 weeks
of gestation. Serial ultrasonographic and Doppler evaluations demonstrated a vascular
placental tumor consistent with chorioangioma. Mild polyhydramnios developed
during follow-up; however, fetal growth, cardiac function, and middle cerebral artery
peak systolic velocity remained normal. The pregnancy was managed conservatively,
and a healthy neonate was delivered by cesarean section at 37 weeks of gestation.
The second patient was a 23-year-old primigravida referred at 35 weeks of gestation
with a 9 x 6 cm placental mass. Serial assessments showed no fetal compromise or
maternal complications. She delivered a healthy 3200-g female infant vaginally at 38

Keywords: : weeks and 3 days. Histopathological examination confirmed the diagnosis of placental
Placental chorioangioma; . chorioangioma in both cases.
Placental tumor; : Despite their large size, both tumors were associated with favorable maternal

Polyhydramnios; Prenatal

; ) and neonatal outcomes. These cases highlight the variable clinical course of giant
diagnosis; Doppler ultrasound

chorioangiomas and emphasize the importance of close antenatal surveillance using
ultrasound and Doppler studies to detect potential complications.

Giant placental chorioangiomas may remain clinically stable and result in successful
pregnancy outcomes when carefully monitored. Prenatal ultrasonography with
color Doppler plays a pivotal role in diagnosis and follow-up, while histopathological
examination remains the definitive method of diagnosis.
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Introduction
lacental chorioangioma is the most
common benign non-trophoblastic

vascular tumor of the placenta, with an

estimated incidence of approximately

0.5-1% of pregnancies [1]. Most

chorioangiomas are small, clinically silent

lesions that are identified incidentally
during pathological examination of the placenta
after delivery. However, giant chorioangiomas,
generally defined as tumors larger than 4 cm in
diameter, are rare and may be associated with
significant maternal and fetal complications [2-4].
Large chorioangiomas can function as arteriovenous
shunts within the placental circulation, leading to fetal
hemodynamic disturbances. Reported complications
include polyhydramnios, fetal anemia, fetal growth
restriction, cardiomegaly, congestive heart failure,
nonimmune hydrops fetalis, preterm labor, placental
abruption, and intrauterine fetal demise. The risk of
adverse outcomes is closely related to tumor size and
vascularity [5,6].

Prenatal ultrasonography with color Doppler imaging
plays a pivotal role in the diagnosis and surveillance of
placental chorioangioma. Sonographically, the lesion
typically appears as a well-circumscribed mass arising
from the fetal surface of the placenta, often near the
insertion of the umbilical cord. Doppler evaluation is
particularly useful for assessing tumor vascularity and
identifying fetuses at risk for complications [7].

Case Presentation 1

A 32-year-old woman, gravida 2 para 1, with a

+ Dist 8.18 cm
;: Dist 5.56 cmiy
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body mass index (BMI) of 23 kg/m? and a history
of one previous cesarean delivery, was referred to
our center at 19 weeks of gestation following the
detection of a placental mass during routine obstetric
ultrasonography. Her medical and obstetric history
was otherwise unremarkable, with no history of
hypertension, diabetes mellitus, thyroid disease, or
other chronic medical conditions.

Ultrasound  examination revealed a  well-
circumscribed placental mass measuring
approximately 9 x 7 x 5.5 cm, located beneath the
chorionic plate near the insertion of the umbilical cord
and protruding into the amniotic cavity. Color Doppler
imaging demonstrated prominent vascular channels
within and surrounding the lesion, raising suspicion
for placental chorioangioma (Figure 1).

A detailed fetal anatomical survey, fetal
echocardiography, and Doppler assessment of the
middle cerebral artery peak systolic velocity (MCA-
PSV) were performed and demonstrated normal
findings, with no evidence of fetal anemia, structural
anomalies, or cardiac dysfunction.

The patient was managed conservatively with serial
ultrasonographic evaluations every 2—-3 weeks. Follow-
up assessments included monitoring of tumor size, fetal
growth, amniotic fluid volume, fetal cardiac function,
and MCA-PSV. During pregnancy, mild polyhydramnios
developed, with an amniotic fluid index (AFl) of
approximately 29 cm. Cervical length was measured at
15 mm. Serial sonographic examinations demonstrated
apparent reduction in tumor dimensions, measuring
8.18 x 5.56 cm at 30 weeks and 7.36 x 5.26 cm at 31
weeks of gestation (Figure 2).

Fig. 1. Gray-scale ultrasonography demonstrating a well-circumscribed placental mass arising from the fetal surface of the placenta.
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Fig. 2. A gray scale ultrasound image shows the protruding placental mass into the amniotic cavity from a placenta with a 5.26 cm
diameter.

——

Fig. 3. Macroscopic appearance of a chorioangioma after cesarean delivery.

Despite the large size of the tumor, no severe maternal
or fetal complications developed during follow-up. At
37 weeks of gestation, an elective cesarean section
was performed, resulting in the delivery of a healthy
female neonate weighing 2750 g, with Apgar scores
of 9 and 10 at 1 and 5 minutes, respectively. The
postnatal course was uneventful.

Gross examination of the placenta revealed a well-
defined vascular mass adjacent to the umbilical cord
insertion. Histopathological evaluation demonstrated
numerous  capillary-sized  vascular  channels
embedded within a hypercellular stroma, consistent
with placental chorioangioma, thereby confirming the
diagnosis (Figure 3).

Case Presentation 2

A 23-year-old primigravid woman with a body
mass index (BMI) of 26 kg/m? and an otherwise
unremarkable medical history was referred to our

center at 35 weeks of gestation following the detection
of a placental mass during routine ultrasonographic
examination.

Ultrasound evaluation revealed a well-circumscribed
placental lesion measuring approximately 9 x 6 cm,
located near the insertion of the umbilical cord. Color
Doppler imaging demonstrated prominent vascular
channels within the mass, findings highly suggestive
of placental chorioangioma.

A detailed fetal assessment, including Doppler
evaluation of the middle cerebral artery peak systolic
velocity (MCA-PSV), demonstrated normal findings
without evidence of fetal anemia, cardiac dysfunction,
or structural abnormalities. Fetal growth and amniotic
fluid volume were within normal limits.

Given the late gestational age at diagnosis and
the absence of maternal or fetal complications,
conservative management with close antenatal
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Fig. 4. Macroscopic appearance of a chorioangioma after vaginal delivery.

surveillance was adopted. No significant changes in
tumor characteristics or fetal condition were observed
during the remainder of the pregnancy.

The patient subsequently underwent spontaneous
labor and delivered a healthy female neonate weighing
3200 g at 38 weeks and 3 days of gestation. Apgar
scores were 9 and 10 at 1 and 5 minutes, respectively.
The neonatal course was uneventful.

Gross examination of the placenta revealed a well-
defined vascular mass measuring approximately 12
x 9 cm. Histopathological evaluation confirmed the
diagnosis of placental chorioangioma (Figure 4).

Discussion

Placental chorioangioma is the most common benign

non-trophoblastic tumor of the placenta; however,
clinically significant lesions remain uncommon. Giant
chorioangiomas, usually defined as lesions larger than
4 cm, are clinically important because their behavior
depends not only on size, but also on vascularity,
placental location, and the degree of fetoplacental
shunting. Consequently, a large lesion may remain
clinically silent in one pregnancy, whereas a smaller
but highly vascular tumor may be associated with
substantial fetal compromise [8-12].

In the present report, both cases involved large
placental masses with demonstrable vascularity
on color Doppler, yet neither pregnancy developed
fetal anemia, hydrops fetalis, cardiac dysfunction, or
growth restriction, and both neonates had favorable
outcomes. In the first case, mild polyhydramnios
occurred during follow-up, but serial fetal surveillance,
including MCA-PSV and fetal echocardiography,
remained reassuring. These findings support the view
that tumor size alone is not a reliable predictor of
adverse perinatal outcome, and that fetal physiological

response should guide management [13].

Adverse outcomes are more likely when the tumor
acts as an arteriovenous shunt, resulting in fetal
hyperdynamic circulation, anemia, cardiomegaly,
hydrops, and preterm delivery. In contrast, some
large lesions remain hemodynamically well tolerated,
particularly when detected early and followed closely
with serial ultrasonography and Doppler assessment.
The favorable course in our patients is most likely
attributable to the absence of sonographic signs
of fetal compromise and to timely conservative
management under close surveillance [14,15].

Prenatal ultrasonography with color Doppler remains

the cornerstone of diagnosis and follow-up. Gray-
scale imaging identifies the placental mass, whereas
Doppler evaluation demonstrates intratumoral
vascularity and feeding vessels, thereby supporting the
diagnosis and helping to differentiate chorioangioma
from other placental lesions. A recent review also
emphasized that large chorioangiomas warrant
thorough sonographic assessment for fetal cardiac
compromise and fetal anemia, with surveillance
tailored to fetal condition and gestational age. In
selected cases with atypical appearance or extensive
heterogeneity, MRI may provide additional anatomic
detail; however, ultrasound with Doppler remains the
primary modality for diagnosis and follow-up [8,16].

Management should be individualized according to
gestational age and fetal condition. In asymptomatic
cases without evidence of anemia, hydrops, or cardiac
overload, expectant management is appropriate and
may resultin term delivery, asseenin both of our cases.
By contrast, invasive treatment is generally reserved
for cases complicated by severe polyhydramnios, fetal
anemia, nonimmune hydrops fetalis, or progressive
fetal compromise. Available reports describe several
options in selected complicated cases, including
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amnioreduction, cordocentesis with intrauterine
transfusion, laser coagulation of feeding vessels, and
other devascularization techniques. Therefore, the
presence of a giant chorioangioma does not itself
mandate intervention if fetal status remains stable
[15,17].

A further point of interest is the apparent reduction
in tumor dimensions during follow-up in the first
case. This finding may reflect technical variation
in sonographic measurement, changes in lesion
configuration, or altered intratumoral perfusion rather
than true regression. Prior ultrasound-based reports
have also noted that changes in vascularity may
occur over time and may be accompanied by changes
in amniotic fluid volume and pregnancy course.
Such observations should therefore be interpreted
cautiously, and serial imaging under standardized
conditions remains essential [9].

The present cases add to the existing literature by
showing that even large, vascular chorioangiomas
may have a benign course when fetal hemodynamic
compromise is absent and surveillance is maintained.
This is clinically relevant because the published
spectrum of outcomes remains broad, ranging from
uncomplicated term delivery to severe prematurity,
hydrops, and fetal death. In addition, chorioangioma
has been implicated in rare cases of hydrops fetalis
and maternal complications, further emphasizing the
need for individualized follow-up. Taken together, these
observations support a management strategy based on
fetal condition rather than tumor size alone [17].

Additionally, advanced placental vascular
guantification was not performed, so the exact degree
of fetoplacental shunting could not be measured.
Nevertheless, these cases illustrate a practical
surveillance approach and reinforce the value of
conservative management in carefully selected
pregnancies.

Conclusion

Giant placental chorioangioma is a rare placental

tumor that may be associated with significant maternal
and fetal complications. However, as demonstrated
in our two cases, favorable pregnancy outcomes can
be achieved despite large tumor size when fetal well-
being is preserved and close antenatal surveillance is
maintained.

Prenatal ultrasonography with color Doppler plays

RCP.

a central role in the detection and monitoring of
these tumors, while histopathological examination
remains the definitive method of diagnosis. Careful
individualized management and regular fetal
assessment are essential to identify complications
promptly and optimize perinatal outcomes.
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Key Clinical Message

Giant placental chorioangioma may remain clinically
silent despite its size. Careful prenatal surveillance
with serial ultrasonography, color Doppler, fetal
growth assessment, MCA-PSV monitoring, and
amniotic fluid evaluation can help assess fetal well-
being and guide conservative management to achieve
a favorable perinatal outcome.
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