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Case Report 
Chorangiocarcinoma: a case report and clinical review 
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Abstract: Objective: We describe a case of chorangiocarcinoma, a chorangioma covered by an abnormal tropho-
blastic proliferation, presenting in a term placenta and in an asymptomatic pregnancy. Evidence of metastasis was 
found on follow-up of the mother. Materials and methods: The lesion Was diagnosed by pathologic examination after 
cesarian section at term for fetal macrosomia, performed because of the abnormal gross findings in the placenta. 
After uncomplicated delivery, a thealthy child was born and the placent was expelled completely. There was follow-
up in the mother and the child, up to 19 months after delivery. Results: Gross examination of the placenta showed 
a well-demarcated and grayish yellow-white mass, bulging paracentrally from the fetal surface. Histology revealed a 
trophoblastic proliferation inside a chorangioma, consisting of extensive central necrosis and high mitotic activity. 
Immunohistochemical staining showed strong intensity for hCG, PLAP, CK, CD31 (+) and CD34 (+); Ki67 showed 
a high proliferation index. Follow-up revealed metastasis in the mother and chemotherapy were performed at 3 
months postpartum. Conclusion: This is only the sixth reported case of chorangiocarcinoma of the placenta in the 
literature. However, no metastasis were discovered in the reported case, which was not identical to ours. Follow-
up revealed metastasis at lung in the mother. Chorangiocarcinoma should be carefully examined and followed-up.
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Introduction

Chorangiocarcinoma is an exceedingly rare pla-
cental lesion and only five cases have been 
reported so far in the literature [1-5]. In this 
article we report a case of a chorangioma  
with trophoblastic proliferation presented in  
a term placenta, and give a clinical review of 
the topic.

Medical records

A healthy 27-year-old primigravida was unevent-
ful in her pregnancy. Her past medical and fam-
ily histories were unremarkable. Active labor 
started on the 39th week of gestation and a 
cesarean section was performed due to fetal 
macrosomia. The infant was born with a weight 
of 3950 g and 9/10 Apgar scores, the physical 
examination was normal. The expulsion of the 
placenta was spontaneously and completely. 
Grossly, it contained a prominent mass which 
resembling the consistency with an infarct 
absolutely.

(Figure 1). The placentae were submitted for 
pathologic examination.

Maternal serum beta-hCG levels didn’t dropped 
into negative values after delivery, and began to 
increase at 6 weeks postpartum (Figure 2), with 
slight vaginal bleeding. Serum human placental 
lactogen totaled 0.1 mg/ml. A suspected 3×3 
centimeter metastasis on the right lung of the 
mother was found in a chest CT scan (3 months 
after delivery) at 3 months postpartum (3 
months after delivery). A CT scan of the brain 
was normal. An MRI scan of the pelvic cavity 
was suspected for metastasis at the pubic sym-
physis, but an ECT scan of the whole bone 
proved normal. Ultrasound examination of the 
uterus and adnexa were also found to be nor-
mal. Uterine curettage surgery for pathologic 
examination revealed a little incomplete endo-
metrial tissue with change of proliferation.

The results of the infant brain, abdominal ultra-
sound and chest x-ray were negative for meta-
static lesions. The infant serum beta-hCG was 
normal.
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Placental pathology

Gross findings

The placenta weighed 500 g (trimmed weight) 
and the measured size was 19×17×3.5 cm. A 
firm grayish yellow-white mass was paracen-
trally bulged from the fetal surface of the pla-
centa at the margin which was grossly consis-
tent with an infarct. The lesion was well-demar-
cated, measuring 5×4.5×3.5 cm. The rest of 
the placental parenchyma, membranes, umbili-
cal cord and large chorionic blood vessels were 
unremarkable.

Microscopic findings and immunohistochemi-
cal study

The lesion was sectioned, fixed in 10% forma- 
lin overnight, and submitted for processing. 
Routine sections of grossly normal placenta, 
cord, and membranes were also submitted. 
Microscopic examination (Figure 3) revealed an 

abnormal trophoblastic proliferation in con-
junction with a chorangioma in the stroma of 
chorionic villi. The unique morphologic features 
of proliferation were found in both epithelial 
and vascular components of chorionic. The 
cells in the epithelial compartment formed 
solid masses with massive central coagulation 
necrosis surrounded by a few (three to six) lay-
ers of viable epithelial tumor cells. The epithe-
lial cells were remarkably proliferative with fre-
quent mitotic figures. The vascular component 
was similar to chorangiosis or chorangioma 
with numerous intercalated vacular channels in 
the villous stroma. The malignant component 
was surrounded by an abasement membrane 
without evidence of invasion.

Immunohistochemical staining showed strong 
intensity for hCG, PLAP, CK, CD31 (+) and CD34 
(+) in the lesion. Ki67 showed a high prolifera-
tion index.

Mature villi, normal membranes, and trivascu-
lar umbilical cords were shown in the histologic 
evaluation result of the placental tissue. 

Treatment and follow-up

The mother performed EMA-EP chemotherapy 
at 3 months postpartum. Maternal serum beta-
hCG levels fell to normal after three courses of 
chemotherapy (Figure 4). The second CT scan 
of the chest showed the pulmonary lesions had 
significantly narrowed. The patient refused con-
solidation chemotherapy due to the side effects 
of chemotherapy. The patient was followed up 
for 36 months of outpatient service without 
recurrence and the pulmonary lesions com-
pletely disappeared.

Physical examination of the infant remained 
normal with no signs of metastasis on the 
follow-up.

Discussion

The name chorangiocarcinoma was coined by 
Jauniaux et al. in 1988 [1], who considered this 
lesion as a true choriocacinoma which should 
be included in the category of malignant ges- 
tational trophoblastic disease. Chorangiocar- 
cinoma is an exceedingly rare placental lesion 
and only five cases have been reported so far in 
the literature [1-5]. Khong pointed out that such 
lesions were probably more common than the 

Figure 1. The abnormal gross findings of lesion in the 
placenta.

Figure 2. The chang of maternal serum beta-hCG lev-
els postpartum.
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rare reports suggested, and that “chorangioma 
with trophoblastic proliferation” was a more 
appropriate descriptive term [7, 8]. The tumor is 
usually an incidental finding in a term or a near-
term placenta. Grossly, it is a discrete intrapla-
cental lesion resembling a placental infarct. 
Microscopically, it is a lesion characterized by 
an abnormal trophoblastic proliferation in con-
junction with a hypervascular chorangiosis (or 
chorangioma) in the stroma of chorionic villi. 
The unique morphologic features of prolifera-
tion in both epithelial and vascular components 
of chorionic villi distinguished chorangiocarci-
noma from other trophoblastic tumors and 
tumor-like lesions. 

The etiology and pathogenesis in the develop-
ment of chorangiocarcinoma are undeter-
mined. The lesion may represent a chorangio-
ma with associated trophoblastic hyperplasia, 
a true trophoblastic neoplasm with a reactive 
chorangiosis response, a reactive lesion of tro-
phoblastic cells and villous vascular channels, 

or a collision tumor of chorangioma (incidence 
of approximately 1/100 placentas [6]) and ges-
tational choriocarcinoma (1/160000 normal 
pregnancies [6]). Clinical experience with cho-
rangiocarcinoma is very limited but the avail-
able data from previously reported cases reveal 
that patients have an uneventful postpartum 
course and do not develop persistent GTD [1-5]. 

Our case is only the sixth reported case of cho-
rangiocarcinoma of the placenta, no metasta-
sis were discovered in the previously reported 
five case, however, this was not identical to 
ours findings: the follow-up revealed metasta-
sis in the lung of the mother at 3 months post-
partum. The chorangioma formed as a shield 
around the trophoblastic proliferation, and stro-
mal invasion was absent, in contrast to classic 
choriocarcinoma. In the five reported cases 
[1-5], not one case of chorangiocarcinoma 
showed evidence of tumor spread at delivery, 
nor did it develop during follow-up. This sug-
gests a benign clinical behavior. However, since 
metastases of intraplacental choriocarcinoma 
had been described in both mother and new-
born [9-25], this may explain that chorangiocar-
cinoma may have a malignant course, as sug-
gested by this report. More cases need to be 
studied to evaluate this claim.

In summary, we describe the sixth case of cho-
rangiocarcinoma and the first case in the litera-
ture (to the authors’ knowledge) of a metasta-
sis in the lung of the mother. As untreated cho-
riocarcinoma is lethal, all patients with diag-
nostic choriocarcinoma and choriocarcinoma 
in situ presented in the placenta require imme-
diate clinical evaluation for metastatic disease 

Figure 3. The Microscopic findings of the lesion in the placenta.

Figure 4. The chang of maternal serum beta-hCG lev-
els after chemotherapy.
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(e.g., serum markers, radiographic studies). 
The mothers and infants from pregnancies wi- 
th a chorangiocarcinoma should be carefully 
examined and followed-up. Pathologic exami-
nation of placentae in all cases of abnormal 
pregnancy and in those with an abnormal gross 
placental examination will be helpful for diag-
nosis and treatment of these rare lesions.
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