Placental Pathology

1. What is plecenta accreta?  when the placenta is abnormally adherent to the myometrium due to lack of decidua.  What risks are associated w/ it? FUP = Failure of placental separation, uterine rupture, & postpartum bleeding

2. What fetal conditions are assoc. w/ single umbilical artery?  Fetal malformations – 25-50% (poss. mortality)
w/ meconium staining?  intrauterine fetal distress (resp. probs. if aspirated), pigmented macros

w/ Amnion nodosum?  oligohydramnios (renal agenesis, congenital UT obstruction), amnion is studded with small nodules. 

3. What are the two most common routes of placental infection, organisms involved, changes in placenta, 

      and risks to the fetus?

A) Ascending (transcervical) – causes acute chorioamnionitis;  Group B strep and other vaginal “low virulence” bacteria, viruses, fungi (candida), etc; inflammation includes the umbilical cord (funisitis), membranes, chorionic plate and fetus; fetus is at risk for bacterial meningitis & sepsis, and fetal lungs and GI may show evidence of infection

B) Hematogenous (transplacental) – TORCH organisms involved, also parasitic and few bacteria (Listeria & Treponema), but etiologic agent is unknown most of the time; placental involvement is in the villi; fetus is at risk for fever, encephalitis, etc, etc. w/ subsequent GR & MR, cataracts, congenital heart defects, and bone defects

4. What is toxemia of pregnancy? a condition in which pre-eclampsia (HEP = Htn, Edema, Proteinuria) or

eclampsia (seizures and/or coma) occurs.  

Placental findings: small, (infarcts, ( incidence of retroplacental hematoma, acute atherosis of spiral art 
Proposed sequence of events in its pathogensis: failure of trophoblast migration into spiral arteries resulting in placental ischemia ( stim. of vasoconstrictor substances and inhib. of vd’s ( DIC, Htn, organ damage

5. Name the different GTD’s (Gestastional Trophoblastic Disease)

Hydatidiform mole, Invasive Mole, Choriocarcinoma, Placental Site Trophoblastic tumor

Compare and contrast complete and partial moles:  look at chart on pg. 7

6. What are the risk factors for persistant GTD?  Initial B HCG > 100,000; Uterine size > 16 wks; Ovarian 

enlargement (theca lutein cysts) >6 cm; age >50; presence of hyperthy., pre-eclampsia, hyperemeisis gravidarum, DIC and/ or pulm. insuff.

How is it diagnosed? if HCG titers plateau or rise or if mets are detected

Criteria for good vs poor prognosis in metastatic GTD?  chart on pg. 8

What is the long term prognosis? Why? depends, look under treatment on pg. 8

7. Invasive mole:  most common form of persistant GTD following hydatidaform mole; hydropic villi invade 

myometrium or blood vessels, mets to distant sites (lung & vagina); risk of uterine perforation and hemorrhage

Choriocarcinoma:  2nd most common; malignant neoplasm of trophoblast; follows hydatidiform mole - 50%; but may also follow normal preg, abortion, ectopic preg., teratomas, etc.; Presents w/ persistantly elevated or rising 

B HCG on follow up of mole, AUB, etc.; Hemorrhagic necrotic nodules of  plexiform masses of trophoblast (no villi); Aggressive, but responds to chemo. 75%

8. Placental site trophoblastic tumor and its presentation?  abnml prolif. of intermediate trophoblast that presents w/ AUB or 

amenorrhea w/ uterine enlargement (mimics preg.); B HCG low/undetectable w/ HPL elevated;  nodular mass of intermediate trophoblast infiltrating endometrium/myometrium; 90% benign course; 10% aggressive w/ poor response to chemo

