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ABSTRACT
Introduction: Placental teratoma is an uncommon, non-trophoblastic benign tumor. Since the
first description of this type of tumor by Morvilli in 1925, only a few cases of this abnormality have
been diagnosed and reported. Case presentation: We describe here a 35-year-old pregnant
woman admitted for an elective cesarean section. The placenta and membranes were delivered
spontaneously. After delivering the placenta, a tumor mass containing hair was detected between
the extraplacental amnion and chorion. On gross examination, a singleton placenta weighing 173
g, measuring 15 × 11 cm in area and 5.5 cm thick, with an attached cord and membranes, was
observed. Microscopic examination showed orthokeratinized stratified squamous epitheliumwith
underlying hair follicles, telangiectatic vessels, and sebaceous glands accompanied by subcuta-
neous fat. The fat also contained fibrocollagenous bundles. In addition, interconnecting bone
trabecula rimmed by osteoblasts and attached mature cartilage were also found. Conclusion: An
awareness of placental teratoma from a pathological perspective is needed to include this anomaly
in the differential diagnosis of benign placental nodules, obtain more information about this un-
usual lesion, and to conduct more studies on this prenatal abnormality.
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INTRODUCTION
Teratomas are a type of germ cell tumor and can be
divided into two types: mature and immature. These
tumors containmultiple germ cell layers and aremade
up of several different types of tissue, such as hair,
fat, and bone. The most common sites for these tu-
mors are the ovary, testis, anterior mediastinum, pos-
terior peritoneum, and pre-sacral region. Ovarian
teratoma accounts for 15 to 20% of all ovarian tumors.
Placental teratoma is considered to be a rare, non-
trophoblastic benign tumor1,2. Since the first de-
scription by Morvilli in 1925, only a few cases of pla-
cental teratoma have been diagnosed and reported3.
In all cases identified, the teratoma was located be-
tween the amnion and chorion, usually on the fetal
surface of the placenta. Placental teratomas are very
similar to fetus amorphous, but the umbilical cord and
skeletal central structure are not detected in the ter-
atoma4,5. In one case report, the teratoma was mis-
taken for an encephalocele6. Prenatal diagnosis of
placental teratoma is important because most are be-
nign and do not appear to increase the risk of congen-
ital malformations or complications of a normal preg-
nancy 1. However, a placental teratoma may present a
diagnostic challenge. In this report, we describe a pla-
cental teratoma that did not lead to obstetrical com-
plications. Only a few such cases have been reported
globally, and none of them in Iran.

CASE PRESENTATION
A 35-year-old pregnant woman with G4L2D2 (twin)
REPIV, was admitted at 37 weeks +1 day for an elec-
tive cesarean section (post previa with focal accreta).
Up to the 15th week of pregnancy, regular follow-up
was carried out for gestational diabetes, which was
controlled with diet. The patient’s previous delivery
was by cesarean section. The patient’s blood group
was B+, and she had a normal delivery of a female
infant weighing 2500 g, with an Apgar score of 9/10.
The placenta and membranes were delivered sponta-
neously. The placenta was previa but showed no focal
accreta. After delivering the placenta, a tumor mass,
containing hair, was found between the extraplacen-
tal amnion and the chorion (Figure 1). Although the
patient had received antenatal care, the tumor was not
identified antenatally by ultrasound. Sex chromatin
and ploidy examination were not performed in this
patient.
Upon gross examination, a singleton placenta weigh-
ing 173 g and measuring 15 × 11 cm in area and
5.5 cm in thickness, with an attached cord and mem-
branes, was observed. The umbilical cord was in-
serted in an unusual manner and measured 15 cm in
length and 1 cm in diameter. A cross-section of the
cord revealed two vessels. The membranes were un-
remarkable and measured 23 × 16 cm in area and 1
cm in thickness. An excised section of the placenta
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Figure 1: Macroscopic feature of placental teratoma. Placental mass with rubbery consistency measuring 4×
3.5× 1.5 cm, situated between amniotic and chorionic membranes supplied by placental vessels separately from
umbilical cord vessels. https://doi.org/10.6084/m9.figshare.18865283.v1

Figure 2: Microscopic pictures. A) Subcutaneous mature fat within fibrocollagenous bundles as well as inter-
connecting bone trabecularrimmed by osteoblasts and attached mature cartilage, B) Keratinizing squamous ep-
ithelium with hair follicles, telangiectasia vessels and sebaceous glands accompanied by subcutaneous fat (H&E
sections x100). https://doi.org/10.6084/m9.figshare.18865292.v1
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showed no obvious lesions. A mass with a rubbery
consistency measured 4 × 3.5 × 1.5 cm. A vessel
through this mass was connected to the placenta at a
peripheral aspect and a distance of 4 cm from the um-
bilical cord and was supplied by a vascular structure
originating from the placenta.
Microscopic examination showed orthokeratinized
stratified squamous epithelium with underlying hair
follicles, telangiectatic vessels, and sebaceous glands
accompanied by subcutaneous fat, which was trans-
versed by fibrocollagenous bundles, as well as inter-
connecting bone trabecula rimmed by osteoblasts and
attached mature cartilage (Figure 2).

DISCUSSION
Tumors of the placenta are divided into trophoblas-
tic and non-trophoblastic types, with the latter char-
acterized as either primary or secondary. The most
common type of non-trophoblastic and primary pla-
cental tumor is chorangioma, which occurs in 1% of
all pregnancies7,8. The second most common non-
trophoblastic and primary placental tumor is a ter-
atoma, first described in 1925 by P. Morvilli3. Pla-
cental teratomas are rare tumors with an unclear his-
togenesis5,9. Nicholson proposed the “included twin”
hypothesis, in which it was suggested that the ter-
atoma initiated from a twin fetus that was “included”
or merged with its co-twin through an embryological
anomaly 10. Tavares and Oporto speculated that the
teratoma cell line arises from two fused germ cells11.
Fox et al. has proposed the “germ cell theory” as a po-
tential mechanism. He believed that, in the primary
phases of embryogenesis, the primitive gut evaginates
into the umbilical cord, and germ cells from the gut
migrate out and are deposited in the connective tis-
sue of the umbilical cord, leading to the formation
of a teratoma of the cord. If the germ cells continue
to migrate until they reach the extraplacental mem-
branes, they develop into an extraplacentalmembrane
teratoma between the amnion and chorion12. The
germ cell theory is currently more accepted than the
“included twin” hypothesis6. Placental teratomas are
typically 2 – 11 cm in length4. Microscopy showsma-
ture tissues derived from the three germinative layers,
but are lacking well-defined organization13,14. How-
ever, a case was recently reported in which an imma-
ture placental teratoma with evidence of necrosis and
neuroepithelial elements was mixed with mature and
immature tissue of ectodermal and mesodermal ori-
gin15. Prenatal diagnosis is possible by ultrasound,
and such findings have been described as abnormal-
ities on or adjacent to the placenta. Prenatal diagno-
sis can be based on various echogenic tissues such as

calcifications, fat, and fluid. Calcification differenti-
ates teratoma fromother common tumors such as tro-
phoblastic and chorioangioma14. Fetus amorphous
is the primary differential diagnosis of placental ter-
atoma and is diagnosed by ultrasound. Typically, no
evidence of a skeletal axis is provided in pathology
reports6,14. In 1991, Akimov described a single iso-
lated case of a large placental teratoma that resulted
in fetal asphyxia, possibly due tomechanical compres-
sion of the umbilical cord16. Consequently, in masses
greater than 10 cm, regular prenatal and intrapartum
monitoring of fetal wellbeing is recommended due to
the potential for fetal hypoxia17. Placental teratoma is
a benign tumor that typically has no adverse effect on
the mother or fetus, but the potential for malignancy
is unknown. Because of its benign features, prenatal
diagnosis of other tumors is important. More infor-
mation is needed on this rare abnormality.

CONCLUSION
An awareness of placental teratoma is important from
a pathological perspective in order to include it as
a possibility in the differential diagnosis of benign
placental nodules, as well as obtain more informa-
tion about this unusual aberration, and conduct more
studies on this type of prenatal anomaly.
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