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Introduction
True placental cysts, also called chorionic plate cysts are anechoic 

thin-walled structures with an estimated prevalence of 2%–7% [1]. 
Typically, placental cysts are located near the insertion of the umbilical 
cord or along the fetal surface of the placenta without visible perfusion. 
Small cysts are probably harmless, when larger than 45mm, an 
association with IUGR has been described [2]. There is also evidence 
that the cyst fluid has prothrombotic properties; in ruptured cysts 
adjacent thrombi have been observed in the placenta [3]. 

The sonographic differential diagnosis to placental cysts are 
umbilical cord cysts or extra-abdominal umbilical vein varices. 

Cord cysts may be associated with chromosomal abnormalities 
or with structural abnormalities such as an omphalocele. Therefore, 
when a cord cyst is diagnosed it is recommended to look for other 
abnormalities in a comprehensive ultrasound examination. Genetic 
testing should be offered in case of IUGR or other sonographic findings. 
Isolated cord cysts are likely to have a favorable prognosis [4,5]. 

Extra-abdominal umbilical vein varices are extremely rare fetal 
vascular anomalies. They are associated with adverse fetal outcome 
such as fetal anemia, fetal heart failure and hydrops fetalis or fetal death 
[6,7].

The sonographic differentiation as well as the assessment of the 
clinical relevance can be very difficult, therefore in the following case 
an intensified pregnancy monitoring was carried out by remote CTG 
and home monitoring.

Case
A 33-year-old woman in 32 weeks and 3 days of her third pregnancy 

was transferred to our unit for immediate delivery due to mayor 

concerns of her outpatient obstetrician regarding a rapidly developing 
cystic mass at the base of the placental umbilical cord with significant 
morphological changes within the last 14 days. The pregnancy had been 
uneventful up to this point. Sonography showed a timely developed 
fetus with a normal amount of amniotic fluid and normal Doppler 
parameters. There was a cystic structure of 42mm x 29mm x 41mm 
close to the placental insertion of the umbilical cord. Within the 
anechoic cystic mass, a spherical echo-rich structure of 23mm x 26mm 
x 28mm on a thin stalk without detectable vascularization was visible 
(Figures 1 and 2). The cyst was first noticed in the 3rd ultrasound scan 
at 30 weeks of gestation, but at that time it was still without internal 
structure. Due to the change in morphology the considered differential 
diagnosis were a thrombosed extra-abdominal umbilical vein varix as 
well as a placental or umbilical cord cyst.

Due to the unclear morphology and clinical relevance, the possible 
risks and complications of prolonging the pregnancy versus the 
risks of prematurity in case of early delivery were discussed in detail 
with the patient. Finally a prospective approach with close CTG and 
ultrasound monitoring was chosen. Antenatal steroid prophylaxis was 
administered. To avoid long inpatient stays and frequent clinic visits, 
especially during the SARS-CoV-2-pandemic, the patient was equipped 
with a remote CTG monitoring system. She was able to record a daily 
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CTG from home, which were transmitted to the clinic and assessed 
there. Twice a week, the patient came to the clinic for a sonographic 
check-up. The patient learned how to record the CTGs correctly with 
the help of software (Figure 3) and support by a midwife. After a 
learning curve of a few days the CTG acquisition worked increasingly 
smoothly and the time of recording until an interpretable CTG trace 
was transmitted decreased (Figure 4). 

Thirty-eight CTG records were transmitted from the patient to the 
clinic between 32+3 and 37+2 weeks of pregnancy and 11 ultrasound 
scans were performed. The CTG records totaled 15.49 hours, with a 
mean of 25 minutes. 

At 37+2 weeks a timely developed girl was born after induction 
of labour (weight 3080g/54th percentile, length 50cm/54th percentile, 
APGAR 9/10/10, umbilical cord arterial pH 7.32). 

The placenta itself was macroscopically inconspicuous, directly at 
the umbilical cord outlet there was a cyst measuring 45 mm (Figure 5). 
After opening it serous fluid as well as brownish soft tissue (27 x 12 x 
10mm) was discharged.

Microscopically the cyst was located between the amniotic cavity 
and the chorionic plate, in the region of the umbilical cord without 

vascularization. Histomorphologically the internal structure consisted 
of fibrin without evidence of fetal or teratoma parts, so that a true 
placental cyst was diagnosed.

Discussion
Due to the increasing quality in ultrasound diagnostics, prepartum 

diagnosis of cysts or masses in the area of the placenta and umbilical 
cord is becoming more frequent. As clinical studies with larger case 
numbers are lacking and only case series and case reports are available, 
there is no evidence of the clinical relevance of such findings. While 
small placental cysts are most likely harmless, larger cysts may be 
associated with an increased risk of intrauterine growth retardation 
[2]. The rare extra-abdominal umbilical vein varices can be acutely 
life-threatening for the fetus [6]. Thus, the clinician faces a dilemma 
between a harmless incidental sonographic finding and a potentially 
life-threatening pathology. Close monitoring of the pregnancy with 
ultrasound and CTG can prevent premature delivery and gain maturity 
for the child. For the pregnant woman, however, this means a large 
number of outpatient check-ups and clinic visits or a longer stay in 
the hospital. Both should be avoided if possible, especially during the 
SARS-CoV-2 pandemic. 

Figure 1. Cystic structure of 42mm x 29mm x 41mm close to the placental insertion of the 
umbilical cord. Within the anechoic cystic mass, a spherical echo-rich structure of 23mm x 
26mm x 28mm on a thin stalk without detectable vascularization was visible

Figure 2. Difficulty in differentiating whether the cyst originates primarily from the 
placenta or the umbilical cord

Figure 3. The patient is learning how to record the CTG correctly with the help of a software

Figure 4. Display of the CTG traces including an automated assessment accoring to FIGO 
guidelines in a standard browser
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Conclusion
In the case presented self-monitoring was a suitable method to 

closely monitor a pregnancy with a pathology of unclear relevance 
without subjecting the patient to a long inpatient stay or numerous 
clinic visits. In addition, premature delivery could be avoided. 
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The SARS-CoV-2 pandemic caused an immense acceleration in 
the development of telemedicine in a wide range of medical disciplines 
[8] and also in antenatal care. Telehealth can significantly reduce 
doctor-patient contacts and exposure to COVID-19, even though it 
is undisputed that telehealth virtual visits do not replace in-person 
encounters during prenatal care [9]. In addition to telemedical care 
for risk-free pregnancies [10], it has also been shown for high-risk 
pregnancies that the combination of face-to-face appointments and 
telehealth can be a safe option in times of the pandemic [11]. Zizzo et al. 
go one step further with self-monitoring. In a retrospective study, they 
evaluated the outcome and safety of extended remote self-monitoring 
of maternal and fetal health in intermediate- and high-risk pregnancies. 
Pregnant women with PPROM, fetal growth restriction, preeclampsia, 
gestational diabetes mellitus, high-risk of preeclampsia or a history 
of previous fetal or neonatal loss performed remote self-monitoring 
including C-reactive protein, non-stress test by cardiotocography, 
temperature, blood pressure, heart rate and a questionnaire concerning 
maternal and fetal well-being. The authors described home-monitoring 
as a safe alternative to inpatient or frequent outpatient care, which sets 
the stage for a new way of thinking in hospital care [9]. Advantages 
may include higher patient satisfaction, less stress in the home setting 
and lower costs, in addition to risk reduction of corona virus infection. 
It should be noted that careful training of the patient and the staff 
involved is necessary and that self-monitoring requires some practice. 
In addition, the patient's compliance is essential. 

Figure 5. The placenta itself was macroscopically inconspicuous, directly at the umbilical 
cord outlet there was a cyst measuring 4.5 cm. The brownish solid structure inside the 
cyst correlate to the internal structure shown sonographically. Histomorphologically the 
structure consisted of fibrin, so that a true placental cyst was diagnosed
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