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ABSTRACT

A 28-year-old widow, gravida 1, para 1 which took place ten years earlier, presented with heavy bleeding from the
vagina. Pelvic examination revealed a hemorrhagic and necrotic mass protruding from the external cervical os. Further
investigations demonstrated a positive urine pregnancy test and a low titer of serum beta-hCG (53.6 mIU/ml). Ultrasonography
and color Doppler imaging showed a hyperechoic and hypovascularized mass in the cervical canal. During subsequent planned
tissue biopsy, the bleeding was uncontrollable, thus a total abdominal hysterectomy was performed. The pathologic findings

were compatible with a placental polyp.
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lacental polyp is an intrauterine polypoid or

pedunculated mass of placental tissue retaining

for an indefinite period after delivery or abor-
tion." Because of its rarity, the literature contains few
references and there are great varieties not only on its
diagnosis but also the management. Since 1998, only one
case was diagnosed at our hospital. The intriguing clini-
cal course is reported and discussed below.

CASE REPORT

A 28-year-old Thai woman, gravida 1, para 1, was
admitted to a gynecologic ward at Siriraj Hospital due to
periodical heavy vaginal bleeding for one day, following
three weeks of spotting vaginal bleeding. Her delivery
was ten years earlier via vaginal route without any post-
partum complication. Her husband had died for six years
in a car accident, thereafter she denied any sexual contact.
Her menstruation was normal and the last period was four
weeks before the admission. Pelvic examination on ad-
mission revealed a hemorrhagic and necrotic mass,
approximately three centimeters in diameter, protruding
from the external os of well-epithelialized cervix (Fig 1).
The uterus, both the adnexa and parametrium were nor-
mal. The initial diagnosis was choriocarcinoma. Therefore
the following investigations were performed: urine preg-
nancy test was positive, and serum beta-hCG level was
53.6 mIU/ml. An abdominal ultrasound showed a hetero-
geneous hyperechoic mass, measuring 4.5 x 2.9 centime-
ters, confined to the cervical canal. Color Doppler
sonography revealed low vessel density and high imped-
ance flow at both central (Pulsatility index [PI]=1.21,
resistance index [RI]=0.70) and peripheral (PI=1.59,
RI=0.81) area of the mass.

The initial diagnosis was equivocal, thus the definite
diagnosis by tissue pathology was planned. Prior to
undergoing a tissue biopsy in the operating room, the
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patient was counseled of the risk of excessive bleeding
necessitating hysterectomy. During the subsequent me-
ticulous biopsy with punch tissue forceps, profuse and
uncontrollable bleeding occurred. Consequently, a total
abdominal hysterectomy was performed.

Pathological examination of the uterus showed a
pedunculated hemorrhagic and necrotic mass, measured
four centimeters at the greatest diameter. The pedicle was
about two centimeters, originating from the fundal
region (Fig 2). Microscopically, the sections of the uterus,
at pedicle of the mass, revealed hypertrophy of myome-
trial tissue, necrotic decidua, numerous small arterioles,
organized blood clot, ghost and fresh trophoblastic villi
(Fig 3a). The mass contained predominantly organized
blood clot, ghost trophoblastic villi and fibrin deposition,
interlaced with fresh or healthy-appearing trophoblastic
villi (Fig 3b). The gross and microscopic findings were
compatible with the placental polyp.

On the 5" day after the operation, serum beta-hCG
was negative (1.6 mIU/ml). The postoperative course was
uneventful and the patient was discharged from the hospi-
tal on the 7" day.

Fig 1. Hemorrhagic and necrotic mass protruding from the
well-epithelialized cervix
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Fig 3. Microscopic findings at the pedicle (a) and the mass (b)

DISCUSSION

Placental polyp is generally regarded as rare; how-
ever, its incidence was estimated to be around 1 in 40,000-
60,000 deliveries.” There are two types of placental polyp:
acute type, which occurs within the first four weeks of the
postpartum period, and chronic type, which is generally
discovered months or years later.” Most cases of placen-
tal polyp belong to acute type; however, there are cases
that were reported with history of 20 year postpartum,'
five years postmenopause’ and even without after last
documented pregnancy.' In our case, the lesion presented
ten years after the last pregnancy.

There are a number of unknown possibilities concern-
ing the cause of a placental polyp. Two major theories
have been proposed as its pathogenesis."” First, the
cornual or fundal myometria are relatively thin and atonic,
thus placenta attached to the area is relatively more
difficult to remove. Second, placental polyps have their
origin in partial or focal areas of placenta accreta, where
the villi directly and firmly attach to the underlying myo-
metrium as a result of the defective decidua, especially in
the cornual area. Therefore, most placental polyps are
situated in the cornu or fundus. In the present case,
pedunculated pedicle originated from the fundus and
microscopic findings showed trophoblastic villi invading
into the myometrial base. However, the factors that cause
these villi to survive still remain enigmatic,l’2 Moreover,
the survived villi are able to produce low levels of human
chrorionic gonadotropin (hCG) as in our case and other
reports.z’4

Clinical features associated with placental polyps
include postpartum hemorrhages in acute type and chronic
spotting or massive bleeding in chronic type."** The mass
protruding from the external os founded in our case was
an unusual finding.*” The gross appearance and positive
hCG should be differentiated from the more serious
trophoblast-derived tumors such as choriocarcinomal and
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placental site trophoblastic tumor.” The low level of hCG
as in this case was unusual for choriocarcinoma.” Various
imaging techniqgues including ultrasonogragphy with color
Doppler signal,” power Doppler imaging,” and magnetic
resonance imaging (MRI)'"’ have been described, but none
has ever made a preoperative diagnosis of placental polyp.’
The definite diagnoses of previous reported cases were
ascertained by tissue histopathology, obtained inadver-
tently after curettage or hysterectomy due to other diag-
noses of bleeding.'>*"

Although most chorionic villi were sclerotic and
hyalinized, called ghost villi,"* we could recognize
viable-appearing trophoblast, possibly able to produce
low hCG. The finding has been confirmed by the immu-
nohistochemical demonstration of beta hCG within the
syncytiontrophoblast.*

By nature, placental polyps contain abundant blood
supply, more accurately detected by power Doppler
imaging or MRI than by the conventional color Doppler
signal.”’ These sophisticated tools may be useful for
planning of further treatment. In the past, most cases --
including our case -- were treated with hysterectomy,
usually performed because of intractable bleeding unre-
sponsive to or exacerbated by dilatation and curettage.'’
Later therapeutic reports endeavored to preserve fertility
such as conservative vaginal resection,9 selective transarterial
embolization before hysteroscopic removal,' and even
methotrexate administration instead of surgery."

CONCLUSION

Placental polyp, a rare and enigmatic disease, may be
presented with various symptoms and signs, similar to
other diseases. The more common and serious conditions
should be explored. Tissue pathology should be obtained
to ascertain the definite diagnosis. The optimal investiga-
tion and well-planned management are needed to alleviate
morbidity and preserve fertility if desired.
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