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Abstract
Background: A Breus mole, a massive subchorionic hematoma, 
can be associated with adverse outcomes including bleeding. 
There are no reports on outcomes in patients with a Breus mole 
undergoing second trimester surgical abortion.

Case: A 22-year-old woman presented at 21+1 weeks for dilation 
and evacuation. Sonographic features were consistent with a 
Breus mole. Intraoperatively, traction and massage were used 
to deliver the placenta; the patient quickly achieved hemostasis. 
Final pathology showed a fibrin lined intervillous cystic structure 
compatible with a Breus mole.

Conclusion: In this case, surgical termination of a pregnancy 
complicated by a Breus mole proceeded without complications. 
Maternal blood loss into the hematoma was self-limited and 
the placenta was removed without difficulty. Caution should be 
exercised for potential bleeding with a Breus mole.
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massive Breus mole or one located near the umbilical cord (causing 
compression of the cord) can be associated with adverse pregnancy 
outcomes such as spontaneous abortion, intrauterine growth 
restriction, preterm delivery, placental abruption and intrauterine 
fetal death due to a disturbance in blood flow to the fetus [5,7,9,11]. 
Case reports regarding antepartum or postpartum bleeding in 
patients with a Breus mole vary, with reports of both patients with 
significant intrapartum bleeding [7] and others without [2].

This is a case report of a Breus mole diagnosed on ultrasound 
during evaluation for surgical abortion. Review of the literature 
revealed no case reports on the presence of a Breus mole in a patient 
undergoing dilation and evacuation (D&E) for surgical abortion and 
maternal outcome during and after the procedure.

Case
A 22-year-old woman, with a history of prior dilation and 

curettage for a first trimester abortion followed 1 year later by an 
uncomplicated term vaginal delivery, presented with an unplanned, 
undesired pregnancy at 21 weeks and 1 day by ultrasound dating. The 
patient had an uncomplicated prenatal course prior to presentation. 
Her past medical and surgical history was otherwise unremarkable. 
On initial ultrasound, the patient had a posterior fundal placenta 
with a subchorionic venous lake inferior to the lower margin of the 
placenta approximately 5 to 7 cm in diameter (Figure 1). Doppler 
examination suggested that the blood was venous in origin and 
continuous with the maternal circulation. Blood efflux into the 
maternal circulation out of the blood filled space was noted with the 
application of pressure on the maternal abdomen (Figure 2). The 
sonographic features were consistent with a Breus mole, thought to 
be a cystic degeneration of a subchorionic intervillous thrombus with 
subsequent connection to the maternal venous circulation. There was 
no evidence of an arteriovenous malformation.

After thorough discussion of risks, benefits and alternatives 
including continuing the pregnancy and induction of labor, the 
patient chose to proceed with surgical abortion for this unwanted 
pregnancy. The patient’s preoperative hemoglobin and hematocrit 

Introduction
A Breus mole is a massive subchorionic tuberous hematoma, first 

described by Breus in 1892. It is a rare occurrence, with one study 
suggesting an incidence of 1:1200 placentas [1]. Breus moles are often 
found in the placenta of demised fetuses, but they have also been 
reported in the placenta of live-born neonates [2-4]. The hematoma 
is maternal in origin [5], as shown by DNA molecular analysis 

[6], and occurs when maternal blood flows into the subchorionic 
space, separating the villous chorion from the chorionic plate. The 
etiology of a Breus mole remains unclear, but it can be associated 
with maternal conditions such as vascular disease including 
hypertension, heart disease and diabetes [1,7]. A Breus mole can be 
diagnosed prenatally using imaging techniques such as ultrasound, 
pulse Doppler imaging and magnetic resonance imaging, but there 
are reports of the diagnosis being missed during pregnancy and only 
made after inspection of the placenta at time of delivery [8-10]. A 
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were 10.8 g/dL and 33.0%, respectively, likely due to her pregnant 
state and unrelated to the placental abnormality. The patient was 
cross matched for 2 units of packed red blood cells and consented 

for possible Interventional Radiology (IR)-guided embolization. Fetal 
demise was induced with intra-amniotic digoxin to decrease placental 
blood flow two days prior to the procedure.

On the morning of the D&E, the patient had rupture of membranes 
in the preoperative holding area. Her case was rescheduled as the first 
case of the day. Fetal demise was confirmed at the start of the D&E 
by ultrasound, and the placenta was noted to have a subchorionic 
blood-filled space. The patient underwent an uncomplicated dilation 
and evacuation under ultrasound guidance. The placenta was grasped 
with forceps, causing the blood-filled space to compress, and then it 
was removed mostly intact. The patient was given Pitocin 40 units 
IV and Methergine 0.2 mg IM at the time of placental separation. 
Suction was performed at the end of the procedure to ensure that 
all remaining products of conception were evacuated. No blood 
transfusion or IR intervention was indicated. Ultrasound confirmed a 
thin endometrial stripe at the end of the procedure.

The placenta was sent to Pathology (Figure 3). Grossly, the placenta 
weighed 119 g when stripped of fetal membranes and the umbilical 
cord. The placental disc was 12.3×9.8×2.1 cm with an attached 
trivascular umbilical cord eccentrically inserted and measuring 29.0 
cm in length and 1.0 cm in diameter with approximately 2 coils per 
10 cm. The chorionic surface was markedly disrupted (approximately 
60%). No subchorionic hematoma or potential space was noted, but 
the large area of disc disruption did not preclude this. The maternal 
surface was also markedly disrupted with fragmented placental disc. 
No hematomas or infarcts were noted. The final pathologic diagnosis 
was “Mature singleton placenta. Fibrin lined intervillous cystic 
structure, compatible with clinical finding of Breus mole.”

The patient had an uncomplicated postoperative course.

Comment
Our patient presented with a rare finding in a viable pregnancy. 

A Breus mole was first suspected based upon ultrasound findings and 
ultimately confirmed with pathologic examination. The patient had 
no risk factors for the vascular abnormality, and although she had had 
a prior dilation and curettage, there is no known association between 
a Breus mole and prior uterine instrumentation. The patient desired 
termination, and as it was unclear what the potential for bleeding 
during or after the case was, precautions were taken in the case of 
difficulty delivering the placenta and devastating bleeding. Pre-
procedure fetal demise was induced to decrease placental blood flow. 
The patient was typed and crossed for blood and arrangements had 
been made for possible IR intervention if needed.

The extraction of the placenta was without complication: the 
placenta delivered easily without any additional instrumentation. 
Uterotonics were prophylactically used at removal of the placenta. 
There was no significantly increased bleeding after the procedure 
attributable to the placenta anomaly. The placenta was sent to 

Figure 1: Subchorionic blood filled space along lower margin of placenta 
continuous with maternal circulation at the base of the placenta (arrow).

a)

b)

c)

Figure 2: Emptying of the blood filled space with gentle pressure as a result 
of efflux of blood into the maternal circulation. a) Without compression; b) 
With compression; c) End of compression.

Figure 3: Photograph of the placenta demonstrating the cystic sac of the 
Breus mole.
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Pathology for tissue examination, and the pathologic examination 
confirmed the prenatal diagnosis of a Breus mole.

Given the patient’s decision to end the pregnancy, it is unknown 
what potential complications could have arisen from the placenta 
anomaly. If the patient desired to continue the pregnancy, further 
imaging evaluation could have been done to support the diagnosis of 
a Breus mole with appropriate fetal surveillance.

Our experience shows that surgical abortion of a pregnancy 
complicated by a Breus mole can proceed without complications, as 
it appears that maternal blood loss into the hematoma is self-limited 
and the placenta can deliver without difficulty. Other clinical scenarios 
reported, although none utilizing a dilation and evacuation as the 
mode of delivery, have noted both uncomplicated outcomes and 
complications such as significant hemorrhage [2,7,10]. Based upon 
this, the risk of hemorrhage and poor outcomes is present during 
a surgical abortion due to the placental anomaly. Precautionary 
measures should be taken for potential bleeding, similar to those 
taken for a patient at increased risk of a postpartum hemorrhage.

It is unknown if the patient has an increased risk of recurrence 
in a subsequent pregnancy, but detailed ultrasound evaluation of 
the placenta could be justified with preparations made for potential 
abnormal bleeding at time of abortion or live birth.
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