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ABSTRACT 

The commonest pathologic diagnosis of large prolapsed polyps is leiomyoma. Benign or malignant adenomyomatous 
polyps follow. Adenomyotic cyst is a rare form of adenomyosis. To our knowledge, a recurrent prolapsed giant uterine 
polyp comprised of adenomyotic cysts and with different pathogenesis from the original polyp has not been reported in 
the literature. This case report describes a 29 year old woman with meno/metrrorrhagia, who was found to have a large 
recurrent uterine polyp prolapsed into the vagina at two and a half years after removal of an initial large uterine polyp. 
The initial polyp was a large uterine leiomyoma protruding through cervix. The recurrent giant polyp was comprised of 
adenomyotic cysts. Thus, this case report demonstrates that a prolapsed giant polyp of the uterine corpus can be caused 
by enlarged adenomyotic cysts inside the polyp. The pathogenesis of a recurrent uterine polyp may be different from 
that of the initial polyp. 
 
Keywords: Giant, Prolapsed, Uterine Polyp, Recurrent, Adenomyotic Cyst 

1. Introduction 

Large cervical or uterine prolapsed polyps are rare [1,2]. 
Radiological and clinical examinations can help with 
distinguishing cervical polyps from the polyps of uterine 
corpus. Giant polyps of uterine corpus include fibroid 
polyp, uncommonly adenomyomatous polyp, mixed 
Müllerian tumor, adenomyosarcoma etc. A giant uterine 
polyp caused by adenomyotic cysts prolapsed into the 
vagina has not been reported in the literature while it can 
be associated with dysmenorrheal [3-5].  

2. Case Report 

A 29-year-old Asian female presented to a gynecology 
clinic with the chief complaint of heavy menstrual cycles, 
lower abdominal pain and dyspareunia.  

Past gynecological history was significant for heavy 
painful menstrual cycles lasting for 7 days every 30 days. 
A laparoscopy in two and a half years ago revealed a 
retroverted uterus with a large uterine polyp protruding 
through cervix and normal tubes and ovaries. The large 
polyp (6 cm in greatest dimension) was pedunculated and 
was removed vaginally at the same time. The histology 
showed it to be an edematous leiomyoma.  

Two years later the patient’s symptoms recurred. She 

was found to have uterine fibroids and then had another 
hysteroscopic removal of uterine fibroids.  

However, the symptoms were persistent. A follow-up 
sonohysterogram six months later showed a complex 
intrauterine fluid filled mass suspicious for non commu-
nicating uterine horn versus a polyp. A MRI of the pelvis 
with and without gadolinium contrast confirmed a sep-
tated calcified intrauterine mass filled with fluid. The 
diagnosis of a degenerating leiomyoma was made. On 
bimanual pelvic examination, the patient had a large in-
trauterine mass with 3 cm cervical dilation. This mass 
prolapsed spontaneously into the vagina on the follow up 
visit four weeks later. The clinical differential diagnosis 
included a recurrent prolapsed uterine fibroid polyp ver-
sus chronic uterine inversion. A transvaginal ultrasound 
demonstrated a 5.0 × 6.0 × 4.0 cm bi-lobed vaginal mass 
with two large cystic areas inside it (Figure 1(a)) and a 
thick stalk arising from the anterior wall of the uterine 
corpus (Figure 1(b)). A polypectomy was performed. As 
it was difficult to access the pedicle, the polyp was de-
bulked by coring with knife. Dark chocolate colored ma-
terial was drained from the cystic area of the polyp. 
Three endoloopa of O Vicryl® were applied to the pedicle. 
The polyp was removed by excising the pedicle distal to  
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Figure 1. Transvaginal ultrasound showing the recurrent 
prolapsed uterine polyp with two large cystic areas (a) and 
the thick stalk arising from the anterior wall of the uterine 
corpus (b). 
 
the endoloops. Histological examination revealed that the 
polyp was comprised of uterine wall-like tissue with in-
ner surface (luminal surface of adenomyotic cyst) lined 
by endometrium (Figure 2(a)) and the majority of outer 
(protruding) surface with inflammatory infiltrate and 
granular debris (Figure 2(b)). The initial pathology im-
pression was rudimentary uterine horn. After reviewing 
the patient’s history, the final diagnosis is a benign uter-
ine polyp secondary to adenomyotic cysts. After excision 
of this giant polyp, patient’s symptoms improved. 

3. Discussion 

Adenomyosis is a condition characterized by the pres-
ence of ectopic endometrial tissue within the uterine 
myometrium. The pathogenesis is presumed to be due to 
endometrial invagination into myometrium or estrogen 
stimulation of Müllerian rests. Iatrogenic implantation is  
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(b) 

Figure 2. The recurrent giant prolapsed uterine polyp com- 
prised of large adenomyotic cysts: (a) the luminal surface of 
the adenomyotic cysts showing benign endometrial epithe-
lium and stroma and (b) the outer (protruding) surface with 
inflammatory infiltrate and granular debris (Hematoxylin- 
eosin stain, ×100). 
 
also a potential mechanism in women who have under-
gone uterine surgery. Adenomyotic cyst is an extremely 
rare form of adenomyosis [6]. In this case, congenital 
uterine anomaly (rudimentary uterine horn) was suspected 
due to the polyp composed of normal appearing myo-
metrium and endometrium before knowing the past his-
tory of this patient. However, congenital uterine anoma-
lies are usually associated with other Müllerian duct 
malformations, e.g., imperforate hymen, uterine septum, 
and vaginal stresia/agenesis, which are usually discov-
ered at younger age. Instead of having Müllerian duct 
malformations, this patient had multiple previous surgi-
cal resections for uterine fibroids. It has been docu-
mented that repeated surgical intervention is a risk factor 
for adenomyotic cyst [7]. The recurrent giant polyp in the  
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current case can be attributable to a progressive increase 
in the amount of intracystic bleeding. Ruptured adeno-
myotic cyst of the uterus has been reported [8]. Thus, 
either excision of the adenomyotic cyst or hysterectomy 
is the treatment option. Early identification of an adeno-
myotic cystic lesion is essential for appropriate treat-
ment.  

4. Conclusions 

The present case demonstrates that a recurrent prolapsed 
giant uterine polyp may be caused by adenomyotic cyst. 
A recurrent giant uterine polyp may have a different 
pathogenesis from the initial polyp. 
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