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A b s t r ac t
Objectives: Placental mesenchymal dysplasia (PMD) is different from the hydatidiform mole histologically. Rare disease of PMD
is often a mistaken diagnosis because of the similar multicystic sonographic findings. The aim of the present case report was
to demonstrate characteristics of PMD.
Case presentation: Pregnant woman was referred at 20 weeks of gestation because of suspicion of partial hydatidiform mole.
Ultrasound revealed normal fetal growth without morphological anomaly, enlarged placenta attached to the anterior wall
included large multiple cysts and dilated chorionic vessels. Maternal serum human chorionic gonadotropin level was 25,961 IU/L.
Based on these results, diagnosis of PMD was made. After genetic counseling, patient elected to continue the pregnancy. With
advancing gestation, placenta continued to be large and hydropic, but the fetal growth was within normal. Due to complication of
pre-eclampsia at 37 weeks of gestation, she delivered a healthy female infant (2289 gm) and enlarged placenta weighed 1838 gm.
Conclusion: Placental mesenchymal dysplasia that often complicates both maternal and fetal several abnormalities is one of
the important perinatal disorders which required accurate ultrasound diagnosis and appropriate genetic counseling from the
early gestation.
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Introduction
Placental mesenchymal dysplasia, known as mesenchymal
stem villous hyperplasia, is a rare placental vascular anomaly
estimated in 0.02% of all deliveries.1 Although PMD is not like
the hydatidiform mole histologically, PMD is often mistaken
for gestational trophoblastic disease because of the similar
multicystic sonographic findings. Furthermore, since PMDs
are often associated with maternal and fetal complications,
information of the disease including genetic counseling from
the early gestation should be provided to patient and her family.
In the present report, we demonstrate a case of a
pregnant woman with PMD who decided to continue her
pregnancy after our prenatal fetal assessment and genetic
counseling, resulting in the delivery of a healthy infant
without major complications.

Case Description
A 31-year-old pregnant woman (G2P1) was referred to our
hospital at 20 weeks of gestation, because of suspicion of partial
hydatidiform mole. There were no particular clinical symptoms.
Ultrasound revealed normal fetal growth without
morphological anomaly, enlarged placenta attached to
the anterior wall included large multiple cysts which were
relatively large compared to hydatidiform mole and dilated
chorionic vessels (Figs 1A and B). Maternal serum human
chorionic gonadotropin level was 25,961 IU/L which was not
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abnormally high at 20 weeks of gestation. Thus, based on
these results, diagnosis of PMD was made.
After genetic counseling, after showing complications
relating to PMD such as fetal growth restriction, intrauterine
death, preterm delivery, and fetal anomaly, patient accepted
the increased risk of these complications and elected to
continue the pregnancy. Though follow-up ultrasound
examinations were performed every 2–3 weeks, obvious
ultrasound and Doppler changes such as hemorrhage and
infarction were not investigated.
With advancing gestation, placenta continued to be
enlarged, but the fetal growth was within normal. Since the
patient suffered pre-eclampsia at 37 weeks of gestation,
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induction of labor was attempted. She successfully delivered
a healthy female infant (2289 gm), with Apgar scores of 9 and
10 without any abnormal morphological findings. Placenta
was enlarged, measuring 24 × 26 × 5 cm and weighed
1838 gm with dilated chorionic plate vessels, with hydropic
villi (Figs 2A to D). Since placenta was too large, it was not
normally delivered, thus we removed it manually using
the placental forceps. Due to such procedures and atonic
bleeding, the amount of bleeding at delivery was 1681 gm.
Histology demonstrated that the stem villi were edematous
with prominent thick-walled blood vessels and the terminal

villi were focally hydropic. Trophoblastic proliferation was
not observed, thus pathological diagnosis of PMD was made.

Discussion
The definitive diagnosis of PMD is made by pathological
examination, which shows mesenchymal hyperplasia,
enlarged edematous stem cell villi, dilated stem vessels
with thickened vasculature, and absence of trophoblastic
proliferation of the placenta.2 Actual incidence is unclear but
a study estimated it at 0.02%.3

Figs 1A and B: Ultrasound findings of mesenchymal placental dysplasia at 20 weeks of gestation. (A) B-mode; (B) Color Doppler

Figs 2A to D: Pathological findings of mesenchymal placental dysplasia. (A) Gross image of fetal surface of the placenta; (B) Cystic
area on the chorionic plate; (C) Maternal surface of the placenta; (D) Cross-section of the placenta
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Placental mesenchymal dysplasia is often mistaken
for gestational trophoblastic disease because of similar
multicystic sonographic findings. 4 The dif ferential
diagnosis of PMD includes molar pregnancy, chorangioma,
subchorionic hematoma, confined placental mosaicism,
and spontaneous abortion with hydropic changes. In
systematic review, the most common ultrasound features
included cystic with hypoechoic area (80%), enlarged
and/or thickened (50%) and/or with dilated chorionic
vessels (16%). 5 It seemed the placental ultrasound findings
of PMD were often described such as “Swiss-cheese” or
“moth-eaten”, we did not have such impression in our case,
because all cysts were rounded.
Fetal karyotype in cases with PMD is usually euploid
(93%). 5 Otherwise, it has been reported that around
20% of cases with PMD are associated with Beckwith–
Wiedemann syndrome (BWS), on the contrary, 3% of BWS
cases are associated with PMD. 5 Fetal malformations
characterized by BWS such as macrosomia, visceromegaly,
hemihyperplasia, macroglossia, omphalocele, and adrenal
cytomegaly should be evaluated antenatally, in cases
with PMD.
In conclusion, PMD is one of the important perinatal
disorders which often complicates both maternal and fetal
several abnormalities which required accurate ultrasound
diagnosis and appropriate genetic counseling from the
early gestation.

Informed Consent
Informed consent was obtained from all individuals included
in this study.

E t h i c a l A p p r o va l
The local Institutional Review Board deemed the study
exempt from review.
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