
Rev Peru Ginecol Obstet. 2022;68(2)   1

Postpartum hypervascular placental 
polyp

Pólipo placentario hipervascular posparto
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ABSTRACT
Placental polyp is a tumor of placental tissue retained within the endometrial cavity. 
These retained placental tissue fragments, especially those of the hipervascular 
type, are a possible cause of acute bleeding for an indefinite period after abortion 
or delivery. These retained placental tissue fragments, composed predominantly of 
necrotic and hyalinized chorionic villi, give it its hipervascular condition and can cause 
profuse, life-threatening hemorrhage and require immediate intervention based on 
the correct differential diagnosis. We present a case of a 45-year-old woman with 
genital bleeding. The last pregnancy had been 6 years ago. Ultrasonography revealed 
an intrauterine and echogenic tumor measuring 3 x 2 x 1 centimeters with multiple 
cystic spaces inside. She underwent successful hysteroscopy-guided resection, 
and the pathological diagnosis was hipervascular placental polyp. Although rare, 
placental polyp should be considered as one of the causes of postpartum genital 
bleeding.
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RESUMEN
El pólipo placentario es un tumor de tejido placentario retenido dentro de la cavidad 
endometrial. Estos fragmentos retenidos de tejidos placentarios, especialmente los 
de tipo hipervascular, son posible causa de hemorragia aguda durante un período 
de tiempo indefinido después del aborto o el parto. Estos fragmentos retenidos de 
tejidos placentarios, compuestos predominantemente de vellosidades coriónicas 
necróticas e hialinizadas, le dan su condición hipervascular y pueden causar 
hemorragia profusa, potencialmente mortal, y requieren intervención inmediata 
basada en el diagnóstico diferencial correcto. Se presenta un caso de mujer de 45 
años con sangrado genital. El ultimo embarazo había sido hacía 6 años. La ecografía 
reveló tumoración intrauterina y ecogénica de 3 x 2 x 1 centímetros con múltiples 
espacios quísticos en su interior. Fue sometida a resección guiada por histeroscopia 
en forma exitosa y el diagnóstico patológico fue de pólipo placentario hipervascular. 
Aunque es raro, el pólipo placentario debe considerarse como una de las causas de 
sangrado genital posparto. 
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IntroductIon

Placental polyp is a tumor arising from placental fragments within the 
uterine cavity after abortion or childbirth(1,2). Clinical history and physi-
cal examination, together with serum concentrations of human chorion-
ic gonadotropin and color Doppler ultrasonography, allow an accurate 
diagnosis of this clinical entity. Conservative treatment can be practiced 
with hysteroscopic resection, while hysterectomy is indicated in cases 
of incoercible vaginal bleeding(3). A case of postpartum hypervascular 
placental polyp is presented.

case report

This was a 45-year-old patient, gestation 3, para 3, who consulted for 
presenting vaginal bleeding in moderate to abundant quantity, bright 
red in color without clots, of approximately 4 days of evolution. She had 
a history of bleeding 3 months earlier, so a commercial pregnancy test 
was performed with negative results and ultrasound findings report-
ed endometrial hyperplasia. She had her menarche at 13 years of age 
with regular menstrual intervals lasting 3 to 5 days. The last menstrual 
period had been 6 months prior to the present illness. Both deliveries 
had been vaginal, the last one 6 years ago, without complications. The 
patient denied any important personal or family history.
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On physical examination on admission the patient 
was conscious with moderate cutaneous-muco-
sal pallor, afebrile (36.7ºC), hydrated, and orient-
ed, with blood pressure of 110/65 mmHg, heart 
rate of 102 beats per minute and respiratory rate 
of 19 breaths per minute. The abdomen was soft, 
depressible, non-painful, with no palpable tu-
mors. The external genitalia were normal, normal 
vagina with intrapelvic uterus, without adnexal 
tumors or pain on movement. On speculoscopy, 
the external cervical os was closed and smooth 
with evidence of moderate genital bleeding.

Laboratory test results showed hemoglobin of 
9.1 g/dL, hematocrit of 29%, with white count 
of 9,600 cells/mL, neutrophils 73% and lympho-
cytes 26%. The chorionic gonadotropin deter-
mination was 90 IU/L. Transvaginal ultrasound 
showed intrauterine and echogenic tumor of 3 
x 2 x 1 centimeters with multiple hypoechogen-
ic spaces inside and pedicle of 1 x 1 centimeter 
without endometrial involvement (Figure 1). The 
Doppler ultrasound study showed peripheral 
vascularization with pulsatility index of 0.35 and 
resistance of 0.29. In view of the findings, the 
possibility of placental polyp was considered.

The patient underwent hysteroscopic guided 
resection with subsequent uterine curettage 
under anesthesia. The tumor measured approx-
imately 6 x 6 x 3 centimeters with a polypoid 
characteristic and a wide base fixed to the pos-
terofundal uterine wall (Figure 2), which was re-
moved in its entirety. The patient tolerated the 
procedure well. During the postoperative period 
there were no complications, and she was dis-
charged on the second postoperative day.

Microscopic section of the lesion fragments 
revealed immature placental tissues without 
necrotic areas with chorionic villi with fibrosis, 
small portions of cytotrophoblast and abundant 
syncytiotrophoblast with hemorrhages, without 
necrotic areas and prominent large caliber blood 
vessels (Figure 3). Fragments of endometrium in 
proliferative phase with abundant glands were 
observed. The final histopathologic report was 
decidual and immature placental tissue and se-
cretory endometrium.

dIscussIon

Placental polyps were first described in 1884, in 
a case occurring 12 years after delivery(3). Reten-
tion of placental tissue fragments, particularly 
those of the hypervascular type, is a common 
cause of vaginal bleeding during the puerperium 

Figure 1. ultrasound showing intracavitary lesion with hypoecho-
genic areas.

Figure 2. hysteroscopic image oF the placental polyp with a wide 
pedicle Fixed to the uterine wall.

Figure 3. microscopic image oF the placental polyp with Fragments 
oF chorionic villi and slight Fibrosis oF the villi with small portions 
oF cytotrophoblast and a larger amount oF syncytiotrophoblast.
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and occasionally months or years after abortion 
or delivery, whose main characteristic is profuse 
hemorrhage requiring the use of blood prod-
ucts, hysteroscopic resection and hysterectomy 
to avoid death. It may occur in about 0.25% of 
pregnancies(4,5).

They occur most frequently after therapeutic 
or induced abortion and spontaneous delivery, 
and there are only a few case reports published 
in the literature after spontaneous abortion(3). 
Other risk factors identified include Müllerian 
abnormalities contributing to abnormal placen-
tation and in patients with a history of placental 
accreta combined with uterine atony(6,7). There 
are also reports describing that they can arise 
from the placental insertion site and in patients 
with a history of pelvic radiation treatment 
during childhood(8,9). Pregnancies obtained by 
assisted reproductive techniques are also asso-
ciated with the occurrence of the condition, as 
one review noted that these patients have 20 
times the risk of placental polyps compared to 
controls. This may be due to endometrial disor-
ders leading to abnormal placentation, with al-
tered decidualization and abnormal trophoblast 
invasion. In addition, excessive exposure to go-
nadotropin, estrogens and progestins may also 
induce morphological and structural changes 
that alter endometrial gene expression(10).

Due to their potentially life-threatening nature, 
clinical suspicion and prompt and early diagno-
sis is essential to avoid hemorrhagic complica-
tions caused by placental polyps. Clinical man-
ifestations include genital bleeding (up to 72% 
of cases) and pelvic pain, but some cases may 
be asymptomatic and detected by ultrasound. 
The pathogenic mechanisms causing the bleed-
ing are the preservation of the brush border of 
the syncytiotrophoblast (together with the pres-
ence of placental phosphatase) which maintains 
the anticoagulant properties of the villi. This oc-
curs in cases of post-abortion hemorrhage. The 
thromboplastic properties of necrotic villi with 
epithelial debris also play an important role in 
genital hemorrhage(5).

Chorionic gonadotropin concentrations are 
useful in the differential diagnosis with other 
intrauterine conditions, such as gestational tro-
phoblastic disease. However, they are not use-
ful in other conditions, such as retained ovarian 

debris, placenta accreta or arteriovenous mal-
formations(11). Typical ultrasound findings show 
endometrial tumor that may be polypoid, solid, 
cystic, or heterogeneous, with multiple scattered 
anechoic areas of variable size. Doppler ultra-
sound is useful to detect hypervascular lesions. 
In addition, it allows examining the implantation 
site, blood supply and planning the extraction(10). 
MRI shows similar results to Doppler ultrasound 
but is more expensive and difficult to use. How-
ever, it can identify the degree of myometrial 
involvement and monitor size after expectant 
management. Computed tomography angiogra-
phy allows evaluation of neovascularization, es-
pecially in patients in whom conservative treat-
ment is considered to preserve fertility, since 
it allows selective catheterization of the vessel 
supplying the tumor(12).

From the clinical point of view, placental polyps 
can be divided into two types: acute and chronic. 
Acute polyps usually appear days or weeks af-
ter the abortion or delivery, while chronic polyps 
are not detected for months or even years(4). The 
present case can be classified as chronic type 
polyps because the vaginal bleeding occurred 
6 years after vaginal delivery at term. However, 
there are three types of polyps based on histo-
logical and immunohistochemical findings: with 
preserved villi, clusters of degenerated villi and 
isolated cotyledons. Those that appear after de-
livery have more fibrosis, while those that occur 
after abortion contain more syncytiotropho-
blasts and cytotrophoblasts.

Hypervascularization is due to the ability of the 
syncytiotrophoblast to stimulate neovascular-
ization after the end of pregnancy. Initially de-
generation appears with appearance of fibrin 
deposits and inflammatory changes, whereby 
the tissue forms a polyp that is interlaced with 
large caliber blood vessels. Then there is infiltra-
tion of blood into the tissue leading to further 
accumulation of fibrin and blood clots(8). Partially 
hyalinized and thrombosed vessels cannot con-
tract, leading to hemorrhage, and the enzymatic 
activity of syncytiotrophoblast and its local an-
ticoagulant effect further accentuate the ten-
dency to hemorrhage(4,13,14). This differentiates 
placental polyps from placental remnants, since 
the polyp adheres to the endometrium and in-
vades the Nitabuch's layer, firmly including the 
myometrium(8).
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There is no consensus regarding the treatment 
of placental polyps. However, with the advance 
of diagnostic and therapeutic procedures, there 
is evidence of success of conservative manage-
ment with chemotherapy, hysteroscopic resec-
tion and uterine artery embolization or the com-
bination of these procedures(15). Hysteroscopic 
resection is the alternative to traditional sharp 
curettage since it allows complete resection with 
direct visualization and a low rate of complica-
tions. Its success rate is close to 95%. Arterial 
embolization decreases the blood supply and 
minimizes the risk of hemorrhage when per-
formed before hysteroscopic resection. How-
ever, embolization may increase the risk of pla-
cental accreta in subsequent pregnancies and 
negatively affect ovarian reserve. In addition, 
because of the risks of uterine ischemia and in-
fection, it may not be an option in patients who 
desire new pregnancies(5). Methotrexate che-
motherapy is promising, as it reduces the blood 
supply to the polyp prior to hysteroscopic resec-
tion. Methotrexate not only stops cell division, 
but also decreases syncytiotrophoblast activity, 
directly inhibiting neovascularization(10).

In conclusion, hypervascular placental polyps 
are a cause of genital bleeding after sponta-
neous abortion, months after induced abortion 
or years after spontaneous vaginal delivery. 
Clinical history, physical examination, along 
with chorionic gonadotropin concentrations and 
Doppler ultrasonography aid in the diagnosis of 
this condition. Treatment options for those cas-
es with incoercible genital bleeding include use 
of methotrexate, hysteroscopic resection, em-
bolization of the arteries and/or hysterectomy.
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