
horioangiomas are the most common benign placental tumors with
a reported incidence of 1%.1 Larger tumors measuring more than 4
cm are rarely seen in obstetric practice, but they are associated with

serious maternal or fetal complications.1-3 These complications include poly-
hydramnios, preterm delivery, nonimmune hydrops, and fetal heart failu-
re.1-3 Among these, polyhydramnios is one of the major risk factors which
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Uterine Rupture in
A Pregnancy Complicated By

A Giant Placental Chorioangioma:
Case Report

AABBSS  TTRRAACCTT  No case of uterine rupture associated with a chorioangioma has been reported up to
date. Herein, we present a pregnancy complicated with spontaneous uterine rupture due to poly-
hydramnios secondary to a giant placental chorioangioma in a patient with two previous cesarean
sections at the early third trimester. The patient who is at 29 weeks of gestation was admitted be-
cause of sudden abdominal pain and distension. Her obstetric history revealed two uncomplicated
previous lower segment cesarean sections. The prenatal course of this pregnancy had been un-
eventful so far and her only ultrasonographic evaluation which was performed three weeks ago
was reported to be normal. Upon vaginal examination bleeding was detected and the uterine cervix
was not dilated. Ultrasound revealed a single live fetus with a transverse lie and a markedly in-
creased amniotic fluid volume and the examination did not reveal any obvious fetal abnormality;
however the placenta showed a well-defined solid mass and an amniotic sac protruding out from
the Kerr incision was seen. On cardiotocography, severe persistent fetal bradycardia was detected.
An emergency cesarean section was performed with the prediagnosis of uterine rupture secondary
to polyhydramnios due to a possible placental chorioangioma. Final pathology was chorioangioma

KKeeyy  WWoorrddss::  Uterine rupture; polyhydramnios; ultrasonography; diagnosis; chorioangioma

ÖÖZZEETT  Bugüne dek, koryoanjiyoma ile ilişkili uterin rüptür olgusu bildirilmemiştir. Burada, üçüncü
trimesterin erken döneminde, dev bir plasental koryoanjiyomaya sekonder olarak gelişmiş
polihidramniosa bağlı spontan uterin rüptürle komplike olan bir gebelik olgusu sunmaktayız. Yirmi
dokuzuncu gebelik haftasında olan hasta, ani başlayan karın ağrısı ve karında şişkinlik şikayetleri
ile başvurmuştur. Obstetrik hikâyesinde iki adet geçirilmiş sezaryen bulunmaktadır. Gebeliği
bugüne dek sorunsuz geçmiş ve üç hafta önce yapılan ultrasonografinin normal olduğu bildirilmiştir.
Vajinal muayenede kanama vardı ve serviks dilate değildir. Ultrasonda transvers duruşta tek bir
canlı fetus ve belirgin olarak artmış amniyotik sıvı hacmi saptanmıştı, görünür fetal anomali yoktu;
ancak plasentada solid bir kitle ve Kerr insizyon hattından taşan amniyotik kese görülmekteydi.
Kardiyotokografide belirgin kalıcı fetal taşikardi vardı. Hastaya, olası plasental koryoanjiyomaya
sekonder acil sezaryen yapılmıştır. Patolojik inceleme tanıyı doğrulamıştır.
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may gi ve ri se to pre ma tu re la bor. Furt her mo re,
polyh ydram ni os may al so po ten ti ally re sult in ute -
ri ne rup tu re es pe ci ally in a scar red ute rus du e to
over dis ten ti on. Ho we ver, no ca se of ute ri ne rup tu -
re se con dary to a pla cen tal cho ri o an gi o ma has be -
en re por ted up to da te when we ma de a MED LI NE
se arch with the key words “ute ri ne rup tu re, polyh -
ydram ni os and cho ri o an gi o ma ”. Ute ri ne rup tu re
which is a ma jor obs tet ric comp li ca ti on most com-
monly in vol ves a pre vi o us ute ri ne scar and the rup-
tu re may be eit her tra u ma tic or spon ta ne o us.4,5

He re in, we pre sent a preg nancy comp li ca ted
with spon ta ne o us ute ri ne rup tu re du e to polyh -
ydram ni os se con dary to an un re cog ni zed gi ant pla-
cen tal cho ri o an gi o ma in a pa ti ent with two
pre vi o us ce sa re an sec ti ons at the early third tri mes -
ter.

CA SE RE PORT
A 24-ye ar-old wo man in her third preg nancy was
ad mit ted to our emer gency de part ment at 29 we eks
of ges ta ti on be ca u se of sud den ab do mi nal pa in and
dis ten si on. Her obs tet ric his tory re ve a led two un-
comp li ca ted pre vi o us lo wer seg ment ce sa re an sec-
ti ons; the first one per for med for a de mi sed fe tus
with bre ech pre sen ta ti on two ye ars ago and the se -
cond for pre vi o us ce sa re an sec ti on a ye ar ago. She
did not re ce i ve ro u ti ne an te na tal ca re but the pre-
na tal co ur se of this preg nancy had be en une vent ful
so far and her only ul tra so nog rap hic eva lu a ti on
which was per for med thre e we eks ago was re por -
ted to be nor mal. Upon va gi nal exa mi na ti on ble e -
ding was de tec ted and the ute ri ne cer vix was not
di la ted. On the ot her hand, the pa ti ent was he mo-
dy na mi cally stab le.

Ul tra so und exa mi na ti on re ve a led a sing le li ve
fe tus with a trans ver se li e and a mar kedly in cre a sed
am ni o tic flu id vo lu me. Fe tal growth pa ra me ters
cor res pon ded with pe ri od of ges ta ti on with an am-
ni o tic flu id in dex of 31. The exa mi na ti on did not
re ve al any ob vi o us fe tal ab nor ma lity; ho we ver the
pla cen ta sho wed a well-de fi ned so lid mass me a su -
ring 78 ×73 mm. The mass was pre do mi nantly hy-
po ec ho ic with a sing le hype rec ho ge nic li ne in the
midd le and tiny cal ci fi ca ti ons at the pe rip hery and
co uld be ea sily dis tin gu is hed from the nor mal pla-

cen tal tis su e (Fi gu re 1). Furt her mo re, a 14 × 13 cm
am ni o tic sac prot ru ding out from the Kerr in ci si on
was se en (Fi gu re 2). On car di o to cog raphy, se ve re
per sis tent fe tal brady car di a (61 bpm) was de tec ted.
An emer gency ce sa re an sec ti on was per for med
with the pre di ag no sis of ute ri ne rup tu re se con dary
to polyh ydram ni os du e to a pos sib le pla cen tal cho -
ri o an gi o ma. La pa ro tomy con fir med  rup tu re of the
ute rus with ex tru si on of the pla cen ta and fe tal ex-
tre mi ti es in to the up per ab do men. A fe ma le in fant
we ig hing 1130 g was born with Ap gar sco res of 0
and 2 af ter 1 and 5 min, res pec ti vely, and she di ed
the fol lo wing day at the ne o na tal in ten si ve ca re
unit. The re was a lar ge pla cen tal mass with a di a -
me ter of ap pro xi ma tely 10 × 9 cm at the fe tal si de,
which de tac hed from the pla cen ta spon ta ne o usly
(Fi gu re 3). 
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FIGURE 1: Ultrasound image showing the placental chorioangioma.
The arrow points the chorioangioma.

FIGURE 2: Ultrasound image showing the amniotic sac protruding out from
the Kerr insicion dehiscence.
The black arrow points the amniotic sac protruding from the previous ce-
sarean scar. 
The white dashed arrow points the scar dehiscence.



Fi nal pat ho logy re ve a led a lar ge 10 cm subc -
ho ri o nic sing le no du lar mass on the cut sur fa ce of
the pla cen ta, con sis tent with a cho ri o an gi o ma. Mi-
c ros co pi cally, the tu mor was com po sed of a net-
work of pro li fe ra ting ca pil la ri es. Mi to tic fi gu res
we re ea sily de tec ted and the nuc le i we re small,
uni form and lac ked aty pi a. He ma toxy lin & eo sin
sta i ning (Merck®, Bi o op ti ca®) sho wed ex pan ded
vas cu la rity and in cre a sed stro mal cel lu la rity (Fi gu -
re 4). Im mu no his toc he mi cal study using CD 34
(Da koCy to ma ti on®) an ti body was al so car ri ed out
in or der to con firm the pre sen ce of CD 34 an ti gen
on im ma tu re he ma to po i e tic pre cur sor cells.

DIS CUS SI ON
Most of the cho ri o an gi o mas that are re cog ni zed
his to lo gi cally are small and re ma in cli ni cally in sig -

ni fi cant un til they ex ce ed 5 cm in di a me ter.2 The
in ci den ce of lar ger cho ri o an gi o mas is very low, ap-
pro xi ma tely 1/9000.6 The cho ri o an gi o ma in the
cur rent study is one of the lar gest re por ted in the li -
te ra tu re. In a lar ge cli ni cal study, He et al des cri bed
12 pla cen tal cho ri o an gi o ma ca ses, inc lu ding one
that re ac hed 11 cm in si ze and thre e re ports we re
pub lis hed which des cri bed a cho ri o an gi o ma that
re ac hed 12 cm in si ze; whi le the ot her stu di es 
ha ve re por ted cho ri o an gi o mas bet we en 5-8 cm in
si ze.7-10 Ma ter nal or fe tal comp li ca ti ons are pre do -
mi nantly as so ci a ted with lar ge cho ri o an gi o mas and
the ove rall pe ri na tal mor ta lity ra te as so ci a ted with
them ap pro ac hes 30%.1,11 Be si des, it is well known
that, the lar ger the si ze of the cho ri o an gi o ma, the
gre a ter the chan ces of comp li ca ti ons and ad ver se
fe tal out co mes.12

Alt ho ugh the un derl ying pat hoph ysi o logy for
the se comp li ca ti ons is not fully un ders to od, a pro -
mi nent ro le for ar te ri o ve no us shun ting and se qu -
es tra ti on of red blo od cells and pla te lets by the
tu mor has be en pos tu la ted.1-3 Pre ma tu rity re la ted
to polyh ydram ni os and an as so ci a ti on with dis se -
mi na ted fe tal he man gi o mas are ot her ca u ses of pe -
ri na tal mor ta lity.11

In this ca se re port, we ai med to pre sent a ca se
of spon ta ne o us ute ri ne rup tu re which de ve lo ped
du e to polyh ydram ni os se con dary to a gi ant cho ri -
o an gi o ma 10 cm in di a me ter. This se ems to be the
first re por ted ca se of ute ri ne rup tu re in the li te ra -
tu re se con dary to a pla cen tal cho ri o an gi o ma. 

The sug ges ted mec ha nism for evo lu ti on of
polyh ydram ni os in ca ses with pla cen tal cho ri o an -
gi o ma inc lu de the tran su da ti on of flu id from the
tu mor in to the am ni o tic flu id, com pres si on of the
umb li cal ves sels by the tu mor and in cre a sed sec re -
ti on of fe tal me ta bo li tes thro ugh the tu mor.13 In
our ca se, the ul tra so und exa mi na ti on re ve a led a a
mar kedly in cre a sed am ni o tic flu id vo lu me as so ci a -
ted with a lar ge cho ri o an gi o ma. Si mi larly, Pra pas
et al al so re por ted that six out of the ir se ven ca ses
with cho ri o an gi o ma de mons tra ted polyh ydram ni -
os in the la te se cond or third tri mes ter.14 In ot her
stu di es, it was fo und that polyh ydram ni os cor re la -
ted with tu mor si ze and oc cu red in 18-35% of ca -
ses with cho ri o an gi o mas.2
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FIGURE 3: The macroscopic view of the chorioangioma detached from the
placenta.

FIGURE 4: H&E section of the chorioangioma (x400) showing expanded vas-
cularity and increased stromal cellularity.



Ute ri ne rup tu re is a ma jor obs tet ric ha zard,
most com monly in vol ving a pre vi o us ute ri ne
scar.4,5 In our ca se, the rup tu re se ems to ha ve de-
ve lo ped spon ta ne o usly du e to the over dis ten si on of
the ute rus se con dary to polyh ydram ni os ca u sed 
by the cho ri o an gi o ma be fo re the on set of ute ri ne
con trac ti ons. Sin ce the pa ti ent did not re ce i ve any
an te na tal ca re, the una wa re ness of both polyh -
ydram ni os and the cho ri o an gi o ma pos sibly ha ve le -
ad to spon ta ne o us rup tu re of the scar red ute rus.
In te res tingly, the fe tus in our ca se sho wed no signs
of fe tal he art fa i lu re, no nim mu ne hydrops or fe tal
growth res tric ti on and the only comp li ca ti on 
ca u sed by such a lar ge cho ri o an gi o ma was polyh -
ydram ni os and ute ri ne rup tu re as the con se qu en -
ces. Alt ho ugh gi ant cho ri o an gi o mas usu ally le ad to
se ri o us fe to ma ter nal comp li ca ti ons, they may so -
me ti mes re ma in asym pto ma tic.15,16

Be si des, the lar ge pla cen tal cho ri o an gi o ma de-
s cri bed in the cur rent study was not iden ti fi ed on
ul tra so nog raphy at 26 we eks. The re se ems to be two
pos si bi li ti es for un de tec ting the tu mor on that pre-
vi o us exa mi na ti on: the first one may be ina de qu a te
exa mi na ti on of the pla cen ta and the se cond may be
that ra pid le si on growth did not oc cur un til la ter in
ges ta ti on and thus, the le si on was sig ni fi cantly
smal ler at 26 we eks. Sin ce cho ri o an gi o mas may ha -
ve very ra pid pro li fe ra ti on ra tes, a lar ger le si on may
ha ve ini ti ally be en to o small to be de tec ted.

An ear li er di ag no sis of the cho ri o an gi o ma
might ha ve im pro ved the prog no sis of this ca se by
pro vi ding an op por tu nity for tre at ment of polyh -
ydram ni os and for clo se ma ter nal / fe tal sur ve il -

lan ce. The re fo re, exa mi na ti on of the pla cen ta and
the am ni o tic flu id is as far im por tant as eva lu a ti on
of the fe tal growth and ana tomy du ring ro u ti ne ob-
s tet ric ul tra so nog raphy.

Obs tet ric so nog raphy is the ma ins tay in di ag -
no sing cho ri o an gi o ma, which ap pe ars on gray-sca -
le so nog raphy as a hypo ec ho ic mass bul ging on the
fe tal sur fa ce of the pla cen ta in most ca ses. Cal ci fi -
ca ti on and nec ro sis may al so be ob ser ved. In our
ca se, the cho ri o an gi o ma was a well-cir cums cri bed
hypo ec ho ic le si on with a cen tral hype rec ho ge nic
li ne in the midd le (the fe e ding ves sel) and pe rip -
he ral cal ci fi ca ti ons. Ho we ver, cho ri o an gi o mas ha -
ve si mi lar so nog rap hic ap pe a ran ce to pla cen tal
he ma to mas, pla cen tal te ra to ma, and de ge ne ra ting
fib ro id, but the use of co lor Dopp ler ima ging can
fa ci li ta te the di ag no sis if ves sels are iden ti fi ed wit -
hin the tu mor.17 We co uld not use the Dopp ler in
our ca se du e to una va i la bi lity of the equ ip ment du -
ring the night shift. Alt ho ugh the cal ci fi ca ti ons in
cho ri o an gi o ma has pre vi o usly be en re por ted to be
as so ci a ted with re du ced blo od flow in the tu mor
and a fa vo rab le out co me, des pi te ha ving cal ci fi ca -
ti ons the cho ri o an gi o ma in this ca se had re sul ted
in a ca tas trop hic out co me.18,19

As a conc lu si on, pla cen tal eva lu a ti on sho uld
al ways be per for med du ring ro u ti ne obs tet ric ul-
tra so nog raphy. Alt ho ugh ra rely se en, exa mi na ti on
of the pla cen ta enab les de tec ti on of lar ge cho ri o -
an gi o mas and ot her pla cen tal tu mors. Con se qu -
ently, this might im pro ve the prog no sis of the
preg nancy by clo se sur ve il lan ce and prompt cli ni -
cal ma na ge ment of the as so ci a ted comp li ca ti ons.
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