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Abstract

Background: Decidual polyps are protruding nodules of ectopic deciduosis of endocervical stroma that occur during pregnancy. They
are benign changes, associated with recurrent vaginal bleeding and infections, which can result in miscarriage, preterm premature rupture
of membranes (PPROM), premature labor and/or delivery. There are no strict treatment guidelines for decidual polyps during pregnancy.
Case: This paper describes a case of recurring symptomatic decidual polyp in each of the three pregnancies of a woman treated in our
clinic for primary infertility. During the first and second pregnancy, we opted for polypectomy and conservative treatment, respectively.
In both cases this led to loss of the fetus. During the patient’s third pregnancy we performed polypectomy and closely monitored both the
patient and the fetus; she delivered a healthy baby in the 38th week of gestation. Conclusions: Due to the lack of clear guidelines, we
maintain that frequent checkups, urethral swabs and polypectomy during the first trimester will lead to a positive outcome, i.e., delivery
of a healthy baby by a healthy mother.
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1. Introduction
Decidual polyps are protruding nodules of ectopic de-

ciduosis of endocervical stroma that occur during preg-
nancy. They are benign changes, associated with recurrent
vaginal bleeding and infections, which can result in miscar-
riage, preterm premature rupture of membranes (PPROM),
premature labor and/or delivery. Decidual polyps are not
rare; research indicates such occurrence in 34% of all preg-
nant women. However, symptomatic decidual polyps are
not frequently detected. This paper presents a unique case
of a patient with reappearing decidual polyps during each
of the pregnancies, discussing different treatment methods
which still divide expert opinions.

2. Case presentation
27-year-old first gravida was admitted at the 6th week

of gestation with a history of vaginal bleeding. She was
treated for infertility with recombinant hFSH and recombi-
nant hCG stimulation, followed by intrauterine insemina-
tion (IUI). As part of the infertility treatment, nine months
prior to the IUI, hysteroscopy was performed to remove an
endometrial polyp in the uterine cavum. The patient was
also subjected to a diagnostic laparoscopy, which did not
show any signs of endometriosis, adhesions or any other
pathology. Chromopertubation was also performed and it
showed patent fallopian tubes. She had a history of cervical
intraepithelial neoplasia (CIN) 3 as well, with a large loop
excision of the transformation zone (LLETZ), performed
five years prior to her admittance to our fertility clinic.

Colposcopy and vaginal ultrasound (VUS) showed a
22 × 10 mm decidual polyp protruding from the uterine
cervix, which had not been identified during the examina-
tions preceding the IUI. In addition to the careful exam-
ination, a laboratory blood analysis was also performed,
and no other cause for the bleeding was identified. Tor-
sion polypectomy with forceps was performed later that
week. Histological analysis of the polyp showed decidual-
ized and hypersecretory transformed endometrium, without
any signs of trophoblast or fetal tissue. After the polypec-
tomy, the bleeding ceased and the patient did not have any
other symptoms. However, in the 10th week of pregnancy,
she had a missed abortion.

Six months later, she underwent an in-vitro fertiliza-
tion (IVF) with a fresh embryo transfer. She presented to
the clinic at her 10th week of pregnancy with lower abdom-
inal cramps and brownish-yellow vaginal discharge with an
unpleasant odor. Yet another decidual polyp 40 × 10 mm
was detected upon examination and urinalysis showed a uri-
nary tract infection (UTI). An oral antibiotic was adminis-
tered. This time, the polyp was not removed, but monitored
and treated conservatively. During the pregnancy, she had
occasional vaginal bleeding and recurring UTI, treated with
antibiotics every time. The fetal growth parameters were
within the normal range. At 20 weeks of gestation, she
was admitted because of a PPROM. Considering the low
gestational age, signs of chorioamnionitis (fever, maternal
and fetal tachycardia, elevation of inflammatory markers in
blood after the PPROM) and unfavorable prognosis, abor-
tion was induced. Genetic analysis revealed a normal male
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karyotype. The autopsy results indicated no fetal develop-
mental anomalies, and confirmed the initial clinical diag-
nosis of chorioamnionitis—there were histological signs of
inflammation of the placenta and the fetal membrane due to
an infection. The Commission for the analysis of stillbirth
and developmental anomalies1 suggested regular vaginal
and urethral swabs before and during the next pregnancy.
Note that, in our hospital, urethral swabs are not regularly
performed during pregnancy, they are only performed with
high-risk pregnancy patients with possible complications
from an UTI.

After the delivery, some residual placental tissue re-
mained in the uterine isthmus and cervix and therefore uter-
ine curettage was performed. Since there were no indica-
tions of the polyp during the last examination prior to the
discharge and it was not evidenced in the pathology report,
the most likely conclusion is that it has been removed dur-
ing the curettage.

One year later, the patient underwent a second IVF,
this time with a frozen embryo transfer, which resulted in
her third pregnancy. Following the Commission’s instruc-
tions, vaginal and urethral swabs were performed regularly.
Vaginal swabs showed presence of normal mixed vaginal
bacterial flora each time (the Nugent score varied between
0 and 2). However, a urethral swab before the beginning
of the IVF cycle showed presence of Ureaplasma parvum,
bacteria that can act as a commensal or a pathogen. Hav-
ing in perspective the previous pregnancy outcomes, we
started treatment with doxycycline and dequalinium chlo-
ride. At the 7th week of pregnancy (now gravida 3 para 0)
she returned to the clinic reporting a vaginal bleeding the
previous day. As expected, the cause for the bleeding was
a decidual polyp, 26 × 18 × 13 mm. No other causes for
the bleeding were identified. The urethral swab was posi-
tive for Alloscardovia omnicolens, Gram-positive bacteria,
rarely encountered in clinical specimens. It can be associ-
ated with UTI, but also it can be a member of the urinary
tract microbiota. Microbiologists advised taking probiotics
per os and repeating the swab in two weeks. Polypectomy
with electrocoagulation was performed in the 10th week
of pregnancy. The procedure was performed under gen-
eral anesthesia, the patient was placed in a lithotomy po-
sition. First, the decidual polyp was identified, it was a
3 × 2 cm peduncle, with its root being 1.5 cm deep into
the cervical canal. Bipolar forceps was used to grasp the
polyp at its basis; it was then electrocoagulacauseted and

1After abortion/delivery of a pathological pregnancy, the fetus and the
placenta are sent for genetic and pathological examination. Upon receiving
the results, every case from our hospital is discussed by the Commission
for the analysis of stillbirth and developmental anomalies. After careful
analysis it issues a written conclusion. The Commission provides instruc-
tions on possible further examinations that the women should undergo be-
fore the next pregnancy (e.g., additional genetic tests, search for abnormal-
ities in the development of the uterus, the exclusion of certain diseases of
the mother). The Commission develops guidelines for managing the next
pregnancy.

it fell off without any bleeding. The histological examina-
tion showed a completely decidualized stroma with only a
few endometrial stromal glands and atrophied epithelium.
No trophoblast tissue was identified. The pathologist con-
cluded that the results are consistent with the diagnosis of a
decidual polyp.

During the remaining gestation period, she did not
have any vaginal bleedings, the urethral swabs were oc-
casionally positive only for commensal bacteria and the
test for sexually transmitted diseases was negative. Vagi-
nal swabs were positive for lactobacilli only (Nugent score
1). At the 14th and the 22nd week of gestation, during reg-
ular pregnancy screening, she was diagnosed with asymp-
tomatic bacteriuria. Antibiotics were prescribed both times.
The remaining gravidity was uneventful. She delivered a
healthy female baby in the 38th week of pregnancy.

No polyps were identified during the examinations
conducted between the pregnancies or after delivery.

3. Discussion
During pregnancy, the endometrium undergoes a

physiological decidual transformation as a result of ele-
vated progesterone levels and its consequently potentiated
action [1]. However, decidual foci sometimes can be found
in other parts of the female reproductive system (vagina,
cervix, fallopian tubes, ovaries), rarely even in the abdomi-
nal cavity [2]. In those cases, it is called ectopic decidua or
deciduosis [1].

The first case of decidual ectopy in the cervix of a
pregnant patient was described in the late 19th century and
it was considered a rare occurrence for almost a hundred
years. Research in the 1970s and 1980s indicated that it
might not be such a rare condition after all, reporting decid-
ual cervical changes in 3–34% of pregnant women that had
been examined. Furthermore, ectopic decidual tissue in the
cervix was found in up to 60% in hysterectomy specimens,
removed during pregnancy for either benign or malignant
disease. Interestingly, cervical decidualization has not been
reported in women with an ectopic pregnancy. It has been
spotted in the cervix of non-pregnant women, although it is
very uncommon [2].

There are two theories that explain the decidualization
of the cervix. The first one suggests that cervical stroma
cells undergo decidual metaplasia as a result of inflamma-
tion, which makes them more susceptible to stimulation by
hormones (predominantly progesterone) and other signal
molecules, elevated during pregnancy. The other explana-
tion proposes the presence of endometrial foci within the
cervix, which undergoes the same changes as normal en-
dometrial tissue during pregnancy [1,2].

Decidual cervical changes most frequently occur with
pregnant women aged 20–25. Most of them are diagnosed
in the first trimester (most commonly between the 5th and
the 12th week of gestation) and start to regress after the 25th
week. All decidual changes regress in the period between
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the 38thweek of pregnancy [2] and 4–6weeks after delivery
[1].

They appear as multicolored (brown, yellow, pink or
white), small elevated nodules, polyps or ulcerations on col-
poscopy [2]. Diagnoses are rarely based on colposcopy
alone, as cervical deciduosis can resemble cervical ade-
noma, polyp, dysplasia or carcinoma. Therefore, histologi-
cal analysis is needed [1]. Cytology is not accurate enough
to be used as a sole diagnostic method for decidual changes.
However, it helps rule out malignancy [3].

Cervical deciduosis is usually asymptomatic, being an
incidental finding during a routine examination [1]. Rarely,
an extensive decidual change of cervical stroma forms a
polypoid protrusion from the endocervix, so-called decid-
ual polyp [4,5], which is susceptible to infection and can
cause vaginal discharge. As any other decidual change, it
can also cause bleeding, which occurs spontaneously or fol-
lowing intercourse, gynecological examination or douch-
ing. Bleeding in the first trimester is especially serious, as
it can be a sign of threatened abortion or extrauterine preg-
nancy [3].

Management of decidual polyps remains a gray area
and a difficult topic throughout the years. Thus, there is
still no unified opinion among experts. Removal of decid-
ual polypsmay cause bleeding and/or inflammation that can
affect the endometrium above, and it is associated with a
higher risk of spontaneous abortion and preterm birth [6].
There are claims that it may be prudent not to disturb them
and opt for a conservative treatment. Excision is recom-
mended only if malignancy cannot be excluded [7].

On the other hand, the environment itself, in which
the decidual polyp grows, may also lead to complications
[6]. Genital bleeding (in this case caused by the decidual
polyp) is a known risk factor for miscarriage or preterm de-
livery. Furthermore, the polyp may cause cervicitis, which
can lead to severe inflammation and infection and spread to
the endometrium, resulting in chorioamnionitis, which then
can lead to the aforementioned complications [7].

Essentially, if the polyp is small, it should be managed
conservatively, if it is big, removal and antibiotic therapy
afterward is recommended [8]. What size should the decid-
ual polyp be to be classified as big or small is yet to be de-
termined and at the moment depends on the treating physi-
cian’s assessment. A more recent study maintained that de-
livery before the 34th week of pregnancy can be caused
by the following risk factors: polyps larger than 12 mm,
bleeding prior to polypectomy and polypectomy performed
in early pregnancy (at 10 weeks of gestation or earlier). It is
still unknown whether the preterm delivery is caused by the
polyp itself or the polypectomy. An additional risk factor,
that can lead to infection and loss of the fetus, is bacterial
vaginosis [7]. Since the patient in the case reported in this
paper presented with UTIs, chorioamnionitis and recurring
asymptomatic bacteriuria, the infectious aspect of the three
pregnancies should also be discussed.

The patient had recurring UTIs in her second preg-
nancy, caused by Ureaplasma parvum. It is a commen-
sal, living in the lower genital tract (cervix and vagina) of
40–80% of sexually active women [9]. However, some-
times it can spread to other sites, becoming a pathogen. In
those cases, it causes lower urogenital tract infections (in-
cluding urinary tract infections) and/or ascending invasive
infections (chorioamnionitis) [10], which can then lead to
a miscarriage or preterm labor [9,10]. If it is isolated in
pregnancy, Ureaplasma should be treated with antibiotics.
Furthermore, research has indicated that apart from the pe-
riod of gestation, it should be treated in cases of infertility
as well. In terms of infertility, a study of fertile and infer-
tile women undergoing diagnostic laparoscopy (who had
no symptoms of genital tract infection) demonstrated that
lower genital tract Ureaplasma colonization can lead to an
asymptomatic infection of the pouch of Douglas [11]. An-
other study showed presence of Ureaplasma spp. in the fal-
lopian tubes and uterine lining in nonpregnant femaleswith-
out any clinical symptoms or abnormal pathology [12,13].
This shows that they are not mostly harmless commensals
as previously thought, but they also may affect the embryo
at the time of implantation [14].

The data regarding untreated asymptomatic bacteri-
uria and perinatal outcomes are conflicting. Research has
shown that untreated asymptomatic bacteriuria is associated
with preterm birth, low birth weight, and increased perina-
tal mortality [15], while in other studies this association was
not found [16].

This paper depicts a case of a patient with recurring
decidual polyps in each pregnancy. During the first preg-
nancy, a polypectomy was performed in the 6th week of
gestation. She suffered a miscarriage four weeks later. It
is not a standard practice to perform pathological or ge-
netic analysis on miscarriages in early pregnancy (up to
10 weeks) in our hospital, unless there is a viable reason
(recurrent abortion, malformations, known genetic disease
etc.). In this case, the miscarriage in the first pregnancy
was closely analyzed retroactively due to the complications
in her following pregnancies. It cannot be claimed that the
miscarriage was linked to the polypectomy since it occurred
4 weeks after the polypectomy was performed. Further-
more, there were no signs of inflammation (fever, chills,
abdominal pain, foul-smelling discharge etc.) or elevation
of inflammatory markers in blood analysis that would sug-
gest that it was an infectious miscarriage, caused by ascen-
dant infection, originating at the basis of the decidual polyp.
Moreover, there was no subchorionic hematoma described
that would suggest trauma and bleeding. On the other hand,
the fact remains that no vaginal and/or urethral swabs were
collected and the cause for the miscarriage cannot be spec-
ified.

During the second pregnancy, not removing the polyp
and treating it conservatively, most probably facilitated the
infection [6] after the PPROM, causing chorioamnionitis.
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During the third pregnancy, we performed a success-
ful polypectomy by grasping the polyp with forceps and
performing electrocoagulation to its root in the 10th week,
removing it without any bleeding or tissue damage. In addi-
tion, urinalysis, vaginal and urethral swabs were regularly
performed and antibiotic therapy was administered when
necessary. We opted for polypectomy that early in the preg-
nancy (after obtaining standard and individual consent from
the patient) due to the following reasons:

(1) The polyp was growing rapidly (at the time of the
polypectomy it was about 4 × 2 cm).

(2) The available literature suggested it.
(3) Due to the patient’s young age, the probability for

a chromosomal aberration was very low; therefore, the ben-
efits and consequences of polypectomy and waiting for the
NIPTwere weighed and in consultation with the patient, the
removal of the polyp was rendered an optimal choice.

(4) The severe psychological pressure on the patient
due to the complications with the previous pregnancies.

General anesthesia was opted due to the polyp’s size,
but also on account of the many unknown variables, having
in perspective the best interests of the patient, in an attempt
to keep her safe, relaxed and free of pain. Nonetheless, it
was a quite simple, non-invasive method of polyp removal
which suggests that it could be also performed under local
anesthesia.

4. Conclusions
This rare case report presented in this paper explores

the subject of management of decidual polyps in pregnancy,
which still divides expert opinions. However, it is safe to
say, that frequent examinations, vaginal and urethral swabs
and urinalysis, combined with bipolar electrocoagulation of
the polyp at its root at least in the 10th week of pregnancy
can result in a positive outcome. However, if the polyp’s
root cannot be identified or it is attached to the decidua,
then it is probably optimal to treat it conservatively.
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