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1   |   BACKGROUND

Although pathological investigations have shown the 
presence of chorioangioma in 1% of pregnancies, symp-
toms are only apparent in 0.01%–0.03% of cases.1 Fetal 
complications, such as heart failure, hydrops, hyperdy-
namic circulation, and intrauterine death, are more likely 
with large placental chorioangiomas. An 8.2% incidence 
of intrauterine death has been reported, with incidences 
of 3.8% and 11.1% of neonatal and perinatal death, re-
spectively. Perinatal death is more likely in cases of fetal 
hydrops (40.5%) while preterm delivery occurs in approx-
imately 68% of cases, with fetal anemia present in 21.0%.2

Previously, interventions included intrauterine blood 
transfusion and repeated amnioreduction but the out-
comes were poor.3 More recently, vascular occlusive 
therapy including alcohol injections,4 embolization,5 in-
terstitial laser treatment,6 and fetoscopic photocoagula-
tion7 have been used. Our center is the major fetal medical 
center in China and has extensive experience in the treat-
ment of placental hemangioma. Here, a unique case in 
which fetoscopic photocoagulation was successful but the 

placental chorioangioma separated from the placenta in 
the third trimester is presented. To date, there have been 
no reports of similar cases.

2   |   CASE PRESENTATION

A 31-year-old primigravida presented at our clinic as a 
placental chorioangioma had been suspected after ultra-
sound at 22 weeks gestation. The ultrasound performed at 
our clinic showed the presence of a 48 × 37 × 42 mm cho-
rioangioma with high flow-rate vascularization. All the 
Doppler indices including the middle cerebral and umbili-
cal arteries and the ductus venosus were normal.

Fetoscopic laser photocoagulation was performed at 
25+1 weeks gestation as the chorioangioma had enlarged 
to 61 × 46 × 52 mm. A small incision in the abdomen was 
made under general anesthesia. Three large veins and one 
medium superficial vein of the chorioangioma were coag-
ulated using a YAG laser with 20–40 W of power. No blood 
flow was seen within the mass on color Doppler. One liter 
of fluid was exchanged at the end of the procedure. An 
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Abstract
A primigravida received fetoscopic laser photocoagulation treatment at 25+1 
weeks gestation as a chorioangioma enlarged to 61 × 46 × 52 mm. However, a ce-
sarean section was performed due to the chorioangioma separated from the pla-
centa at 32+2 weeks gestation. As the chorioangioma's blood supply were blocked, 
it was possible to provide expectant treatment.
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amniocentesis was performed concurrently and the copy 
number variation results revealed that the child harbored 
a 0.75-Mb deletion on chr15 that was inherited from the 
mother.

Follow-up ultrasound examinations were initially per-
formed 1, 3, and 7 days after surgery, with progressive 
spacing to fortnightly follow-ups. No flow signal was de-
tected in the chorioangioma after surgery and the Doppler 
indices of the fetus were normal during the follow-up 
period. The patient returned to our department at 32+2 
weeks with a complaint of a small amount of brown vagi-
nal discharge. Ultrasound showed apparent separation of 
the chorioangioma from the placenta (Figure 1). The fetal 
heart rate was normal while frequent uterine contractions 
were observed. Due to the risk of placental abruption, an 
urgent cesarean section was performed with the delivery 
of a healthy female infant.

There was no retroplacental clot nor any other sign of 
placental abruption. Gross examination showed the pres-
ence of a separate mass, approximately 6 × 5 cm in area, 
on the fetal surface of the placenta to which the umbilical 
cord was connected (Figure 2). The mass had a soft consis-
tency and appeared reddish-brown when cut.

The birth weight of the baby was 1600 g, and there was 
no asphyxia after birth. The premature infant was imme-
diately transferred to pediatrics. The hemoglobin level of 
the newborn at birth was 156 g/L. The baby received ven-
tilator support due to dyspnea, considered to be caused by 
neonatal wet lung, and the ventilator was withdrawn after 
7 days. The baby grew well and was discharged 1 month 
after birth.

3   |   DISCUSSION

3.1  |  Therapeutic strategies

Chorioangiomas are usually small and asymptomatic and 
are only identified after careful slicing of the placenta 
after delivery.2 Signs of high-output cardiac failure, such 
as polyhydramnios, cardiomegaly, hydrops, and increased 
flow rates in the middle cerebral artery, may be apparent 
in severe cases.

To date, there have been no specific investigations, 
such as randomized controlled trials, on the advantages of 
intervention over expectant management in pregnancies 
with chorioangioma nor on comparisons between tech-
niques for chorioangioma treatment in utero. Although 
perinatal survival may be improved by preventative an-
tenatal therapy when hemodynamic decompensation 
is present, this runs the risk of obstetric complications 
and intrauterine fetal death.8 Intrauterine treatment was 
found to resolve hydrops in 57.3% of cases, while hemody-
namic compromise persisted in 28.9% of cases.2 A variety 
of methods have been reported, including bipolar cautery, 
interstitial laser, radiofrequency ablation, and fetoscopic 
laser photocoagulation, each with specific advantages 
and disadvantages. The important consideration and goal 
of treatment is the disruption of the blood supply of the 
tumor, thus addressing the underlying pathology.

3.2  |  Timing of the surgery

Various factors including gestational age, presence of 
fetal complications, risk of preterm birth, and vascu-
larization of the chorioangioma require assessment and 
consideration.9–11 The risk of fetal death after occlusive 

F I G U R E  1   Ultrasound image showing chorioangioma 
separation. M, chorioangioma; PL, placenta.

F I G U R E  2   Gross examination of the placenta. The placenta is 
seen with central umbilical cord insertion; a capsulated round 5-cm 
mass is visible adjacent to the position of umbilical cord insertion.
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therapy is increased in cases where the chorioangioma is 
large, the feeding vessels are both wider and closer to the 
umbilical vein, and at later gestational ages when there 
are signs of hemodynamic decompensation. Thus, inter-
vention before the appearance of fetal hemodynamic signs 
is recommended.8

In our case, all the Doppler indices, including the mid-
dle cerebral and umbilical arteries and the ductus veno-
sus, were normal. There were no signs of polyhydramnios, 
fetal hydrops, anemia, or heart failure. Expectant treat-
ment was initially attempted but the chorioangioma had 
grown and thus surgery was performed.

3.3  |  Surgical technique

Feeding vessels with large diameters can lead to an in-
creased risk of uncontrollable hemorrhage should the 
vessels rupture.10 Coagulation is difficult with laser fiber. 
Thus, it was proposed to initially induce coagulation in 
the numerous small superficial vessels, followed by coag-
ulation in the larger vessels adjoining the umbilical vein.8 
This would be expected to reduce bleeding complications.

Fetoscopic laser coagulation was performed on the vis-
ible feeding vessels. The operation was smooth and the 
postoperative monitoring indicators were normal.

3.4  |  Case specificity

In this case, the chorioangioma separated from the pla-
centa in the third trimester of pregnancy, possibly due to 
obstruction of the feeding vessels leading to interruption 
of the blood supply and tumor necrosis. An emergency 
cesarean section was performed with good outcomes for 
both mother and child. No signs of placental abruption, 
such as bloody amniotic fluid, retroplacental clots, or fetal 
anemia, were seen during the operation. Does an emer-
gency cesarean have to be done? As the blood supply of 
the chorioangioma is blocked, is it feasible to use expect-
ant treatment on the premise of inhibiting uterine con-
tractions and preventing infection with antibiotics? There 
does not appear to be any relevant literature on these is-
sues and it is hoped that there will be more medical re-
ports in the future.
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