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ARTICLE INFO ABSTRACT
Article history: Objective: To provide an updated practice guideline for the management of patients with endometrial
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Materials and Methods: A committee of six expert researchers draw the recommendations according to
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AGREE II Reporting Guideline. An electronic search was performed querying the following databases
MEDLINE (accessed through PubMed), Scopus, PROSPERO, EMBASE, CINAHL, Cochrane Library (including

Ié@(’jwords", Lol the Cochrane Database of Systematic Reviews), Scielo.br, Google Scholar, from inception to May 2020. A
Hn S?er::;;a polyps combination of text-words and Medical Subject Headings (MeSH) regarding endometrial polyps,
In};ertility Py diagnosis, management and treatment was used. Trials were assessed for methodologic rigor and graded

using the United States Preventive Services Task Force classification system.

Recommendations: Transvaginal ultrasonography (TVUS) should be the imaging modality of choice for the
detection of endometrial polyps in woman of fertile age (level B). Its accuracy increases when color-
doppler, 3D investigation and contrast are used (level B). Dilation and Curettage (D&C) should be avoided
for the diagnosis and management of polyps (level A). In office hysteroscopy showed the highest
diagnostic accuracy in infertile patients with suspected endometrial polyps (level B). Polyps might alter
endometrial receptivity, and embryo implantation reducing pregnancy rates (level C). Hysteroscopic
polypectomy is feasible and safe with negligeble risk of intrauterine adhesion formation (level B).
Polypectomy does not compromise reproductive outcomes from subsequent IVF procedures but the
removal of polyps as a routine practice in sub-fertile women is not currently supported by the evidence
(level B). Cost-effectiveness analysis suggest performing office polypectomy in women desiring to
conceive (level B). Saline infused sonohysterography is highly accurate in detecting polyps in
asymptomatic postmenopausal women (level B). Postmenopausal women with vaginal bleeding and
suspected endometrial polyp should be offered diagnostic hysteroscopy with hysteroscopic polypectomy
if endometrial polyps are present (level B). In-office hysteroscopy has the highest diagnostic accuracy
with high cost-benefits ratio for premalignant and malignant pathologies of the uterine cavity (level B).
Due to risk of malignancy, histopathological analysis of the polyp is mandatory (level B). Blind D&C
should be avoided due to inaccuracy for the diagnosis of focal endometrial pathology (level A). Expectant
management is not recommended in symptomatic patients especially in postmenopausal women (level
B). In case of atypical hyperplasia or carcinoma on a polyp, hysterectomy is recommended in all post-
menopausal patients and in premenopausal patients without desire of future fertility (level B).
Asymptomatic endometrial polyps in postmenopausal women should be removed in case of large

Endometrial cancer
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diameter (> 2 cm) or in patients with risk factors for endometrial carcinoma (level B). Excision of polyps
smaller than 2 cm in asymptomatic postmenopausal patients has no impact on cost-effectiveness or
survival (level B). Removal of asymptomatic polyps in premenopausal women should be considered in
patients with risk factors for endometrial cancer (level B).

© 2021 Elsevier B.V. All rights reserved.
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Introduction databases including MEDLINE (accessed through PubMed), Scopus,

Endometrial polyps are focal intrauterine endometrial neo-
plasm that may be single or multiple. Their size varies from few
millimeters to several centimeters, and their morphology may be
sessile with large or small implantation base or pedunculated [1].
Endometrial polyps consist of three elements: endometrial glands,
stroma, and blood vessels [2]. Known risk factors for the
development of endometrial polyps are advanced age, hyperten-
sion, obesity, and tamoxifen use among others [3-5]. Endometrial
polyps may be asymptomatic [6], and when causing symptoms, the
most common clinical manifestations include abnormal (including
postmenopausal) uterine bleeding [7] and less commonly infertil-
ity [8,9]. Malignant transformation is rare, and occurs in 0%-12.9%
of cases, based on large cohort analysis [10,11].

However, there are several conditions related to the presence of
endometrial polyps in which a lack of agreement in the literature is
evident. More specifically, the presence of endometrial polyps in
infertile women, the management of endometrial polyps before
assisted reproduction techniques as well as the clinical impact of
the presence of asymptomatic endometrial polyps needs a
consensus. Moreover, the role of hysteroscopy in the diagnosis
of premalignant and malignant endometrial polyps, and identify-
ing the hysteroscopic technique of choice for polypectomy remains
under investigation.

The purpose of this report is to provide a practical and updated
guideline for the diagnosis and management of endometrial
polyps, with a focus on the impact on fertility and risk of
malignancy in both premenopausal and postmenopausal patients.

Identification and assessment of evidence

The following search methodology was used for screening and
identification of articles for this practice guideline; eight electronic
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PROSPERO, EMBASE, CINAHL, Cochrane Library (including the
Cochrane Database of Systematic Reviews), Scielo.br, Google
Scholar were searched for all researches regarding endometrial
polyps from the inception of each database to May 2020. The
following text-words and Medical Subject Headings (MeSH) terms
were used: “endometrial polyps”, “endometrial neoplasms”
(MeSH Unique ID: D016889), “endometrial malignancy”, “diagno-
sis (Unique ID: D003933) of endometrial polyps”, “management
(Unique ID: D019468) of endometrial polyps”, “treatment (Unique
ID: DO013812) of endometrial polyps”, ‘intrauterine surgery
(Unique ID D013514)", “endometrial neoplasms AND infertility
(Unique ID: D007246)", “endometrial polyps AND infertility
(Unique ID: D007246)".

The study search was not restricted to the English language.
Members of the scientific committee who were fluent in languages
other than English evaluated relevant publications in a foreign
language and provided, after English translation, related informa-
tion to the committee. The reference lists of all identified
researches were checked to identify studies not captured by
electronic searches. All studies were assessed for methodologic
rigor and graded according to the United States Preventive Services
Task Force classification system (Table 1).

Stakeholders’ involvement and applicability

These recommendations were created based on expert opinion
aiming to help the general gynecologist treating the average
patient. They should not be considered rigid guidelines and were
not constructed to replace clinical judgment.

Recommendations were based on the best available evidence,
where possible, and where such evidence was not available, upon
consensus of the expert panel. They are likely to change as we gain
more knowledge of the disease.
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Table 1
Assessment of evidence for the GCH Practice Guideline.
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Evidence was reviewed and evaluated for quality using criteria outlined by the U.S. Preventive Services Task Force
- I Evidence obtained from at least one properly designed randomized controlled trial.
- II-1 Evidence obtained from well-designed controlled trials without randomization.
- II-2 Evidence obtained from well-designed cohort or case-control analytic studies, preferably from more than one centre or research group.
- II-3 Evidence obtained from multiple time series with or without the intervention. Dramatic results in uncontrolled experiments also

could be regarded as this type of evidence.

- III Opinions of respected authorities, based on clinical experience, descriptive studies, or reports of expert committees.

Based on the highest level of evidence found in the data, recommendations are provided and graded according to the following categories:

- Level A: Recommendations are based on good and consistent scientific evidence.

- Level B: Recommendations are based on limited or inconsistent scientific evidence.

- Level C: Recommendations are based primarily on consensus and expert opinion.

According to AGREE II Reporting Guideline criteria, the
development of this guideline involved experts on the ultrasono-
graphic, hysteroscopic, infertile and oncologic management of
endometrial polyps. Prior to its publication, external reviewers,
expert on the aforementioned fields, rigorously reviewed these
practice guidelines.

Risk factors, clinical presentation and natural history

Increasing age, hypertension, hyperestrogenism, and tamoxifen
use are recognized as common risk factors for the growth of
endometrial polyps [4,5]. The risk of developing endometrial polyp
increases from menarche to the end of the reproductive age [12]. It
is still unclear the de-novo incidence of endometrial polyps during
menopause [4,5,12-14].

Among the most common conditions causing hyperestrogen-
ism, obesity, polycystic ovary syndrome, late menopause, estrogen
secreting gonadal stromal tumors and chronic liver disease are the
most frequent associated with endometrial polyps formation.
Indeed, Class Il studies reported elevated incidence and prevalence
of benign and also premalignant endometrial polyps in women
with the above listed conditions [3,4,13,14].

Patients receiving tamoxifen therapy are at specific risk for the
development of polyps, with Class I and II studies showing a
prevalence between 30 % and 60 % [15-17].

To date, the available evidence regarding the correlation
between hormonal therapy and endometrial polyps is unclear. A
higher prevalence of endometrial polyps in women using
hormonal therapy is reported by selected studies [18,19], whereas
others do not show such increase. Moreover, a three-fold risk for
the incidence of endometrial polyps is found with the use of
tibolone by postmenopausal women [20]. A protective effect of
progestogens should be considered while analyzing hormone
therapy [21]. The use of the levonorgestrel-releasing intrauterine
devices as a treatment for endometrial polyps has been proposed
in a class Il study, showing promising results producing
spontaneous regression of the polyps [22].

Endometrial polyps can be asymptomatic or cause abnormal
uterine bleeding, post-coital spotting, and/or infertility [23]. The
majority (up to 40 %) of premenopausal women with endometrial
polyps complaint of abnormal uterine bleeding, this is referred as
“AUB-P” in the PALM-COEIN classification, endorsed by the
International Federation of Gynecology and Obstetrics (FIGO)
[24,25].Itis important to note that the severity of the symptoms do
not correlate with the number, size or location of the polyps.
Infertility and subfertility have been associated to untreated
endometrial polyps in level I studies and Cochrane reviews [26-
28]. Evidence suggest that over 63 % of women were able to
conceive after hysteroscopic polypectomy [24,27,28].
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Polyps and infertility
Diagnosis of the patient with endometrial polyp with desire of fertility

The prevalence of endometrial polyps for asymptomatic
infertile women undergoing diagnostic hysteroscopy before in-
vitro fertilization (IVF) is reported to range between 6 and 32 %
[29-31]. The accuracy of hysterosalpingography (HSG) for detect-
ing polyps in women who desire to conceive is low in several class
II studies (pooled sensitivity of 21 %) in particular, these studies
discourage the use of HSG as first diagnostic tool [32,33].
Compared to 2D ultrasonography (TVUS), 3D TVUS with color-
flow Doppler shows a higher diagnostic accuracy by enhancing
endometrial and sub-endometrial vascularization indices [34,35].
For achieving the higher diagnostic accuracy, due to thinned
endometrium, ultrasonographic examination should be carried out
during the proliferative phase of a menstrual cycle [34]. Some
studies suggested that combining endometrial echogenicity,
thickness, and volume with 3D TVUS is better than single
measurements with 2D TVUS for detecting endometrial polyps
[36]. Indeed, TVUS has a reported wide sensitivity range from 19 %
to 96 % and a specificity between 53%-100%, with a positive
predictive value (PPV) from 75 % to 100 %, and negative predictive
value (NPV) from 87 % to 97 % for the diagnosis of endometrial
polyps when compared to hysteroscopy and targeted biopsy. A
paucity of level I evidence, as well as studies with small sample
size, could explain this broad spectrum of data. In a single, large,
level II-2 study the reported sensitivity, specificity, PPV, and NPV of
TVUS was 86 %, 94 %, 91 % and 90 %, respectively [37-46].

Hysteroscopy-guided biopsy of the lesion is the most common
term of comparison for other techniques used to diagnose
endometrial polyps as it offers the highest sensitivity and
specificity. Diagnostic hysteroscopy alone (without additional
biopsies) allows a subjective assessment of the size and
characteristic of the lesion with reported sensitivity of 58%-99%,
specificity of 87%-100%, PPV of 21%-100%, and NPV of 66%-99%
when compared to hysteroscopy with guided biopsy [37,38,40,47-
52].

A possible effect of polyps on embryo implantation impairment
and endometrial receptivity disruption has been hypothesized. A
case-control study investigated the effect of endometrial polyps
identified by hysteroscopy, analyzing the expression of HOXA10
and HOXAT11, molecular markers of endometrial receptivity. When
endometrial polyps were detected, a marked decrease in HOXA10
and HOXA11 messenger RNA levels were measured, which could
lead to impaired implantation. These findings might justify
performing polypectomy in infertile women, suggesting a molec-
ular mechanism to support the clinical findings of reduced
pregnancy rates in women with endometrial polyps [53].
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Recommended Guidelines for the diagnosis of endometrial polyps in
patients with infertility

Based on the available evidence, we promote the following
recommendations:

- TVUS should be used as the diagnostic modality of choice for the
detection of endometrial polyps in woman of reproductive age
(level B).

- The diagnostic accuracy of TVUS is increased when color-
doppler, 3D investigation and contrast are used (level B).

- Dilation and Curettage (D&C) or other blind intrauterine
procedures should be avoided for the diagnosis and manage-
ment of patients with endometrial polyps (level A).

- In office diagnostic hysteroscopy showed the highest diagnostic
accuracy and should be performed in infertile patients with
suspected endometrial polyps (level B).

- Endometrial polyps might alter endometrial receptivity, impair-
ing embryo implantation and reducing pregnancy rates (level C).

Management of the patient with endometrial polyps with desire of
fertility

The correlation between endometrial polyps and infertility has
been deeply investigated and, to date, is still controversial. A class I
study, including 215 subjects, evaluated the impact of hystero-
scopic polypectomy on infertility and subfertility when performed
before intrauterine insemination (IUI) [54]. Subjects randomized
to hysteroscopic polypectomy doubled the chances of becoming
pregnant when compared to those in the control group, who did
not undergo polypectomy. Those findings have been confirmed by
non-randomized class II studies showing that hysteroscopic
endometrial polypectomy improved IUI outcomes. The benefits
were not clearly observed for clinical pregnancy, live birth, or
implantation rate of women who underwent in vitro fertilization
(IVF)/intracytoplasmic sperm injection (ICSI) cycles after hystero-
scopic polypectomy. A class II study showed a significant increase
of pregnancy rates after resection of polyps located at the utero-
tubal junction rather than other areas of the uterine cavity [55].
Other two class II studies showed no benefit for hysteroscopic
polypectomy [54,56-59].

Although the available evidence linking hysteroscopic poly-
pectomy to IVF and embryo transfer (ET) success rates is
conflicting, investigations regarding the appropriate timing of ET
after polypectomy should be assessed to further deepen the
current evidence. In a nonrandomized study of 487 patients, there
was no difference when ET was performed after one, two to three,
or more than three subsequent cycles in implantation (42.4 %, 41.2
%, 42.1 %), clinical pregnancy (48.5 %, 48.3 %, 48.6 %), spontaneous
pregnancy loss (4.56 %, 4.65 %, 4.05 %), and live birth (44.0 %, 43.6 %,
446 %) rates, leading to the consideration that patients can
undergo ovarian stimulation after their next cycle without
affecting IVF-ET outcomes [26-28,54,56-60]. However, cost-
analysis data confirmed the positive impact of removing polyps
in infertile women. A 2017 cost-analysis systematic review found
that office or operative hysteroscopic polypectomy was both
clinically significant and cost-effective when performed before
intrauterine insemination or in vitro fertilization over a range of
plausible pregnancy rates and procedural costs. Indeed, the
procedure saved euros 15,854 ($17,813) and euros 6644 ($7465),
respectively, from the average cost related to ongoing pregnancy
for both IVF and ICSI treated women [61].

The rate of intrauterine adhesion formation after hysteroscopic
polypectomy is considered negligible, since the myometrium is not
incised. A class I study reported no adhesions after hysteroscopic
polypectomy [62,63].
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On the one hand, to date there is no robust evidence on the
efficacy of removing endometrial polyps in sub-fertile women to
support the routine practice of surgical intervention for endome-
trial polyps that are incidentally found during infertility/sub-
fertility work-up. On the other hand, the procedure is minimally
invasive and hysteroscopic polypectomy provides an opportunity
for histological diagnosis. A Cochrane analysis showed that, for
women with endometrial polyps incidentally diagnosed during
IVF, pregnancy outcomes were similar after hysteroscopic poly-
pectomy followed by vitrified-warmed embryo transfer [26-
28,33].

When endometrial malignancy arising from the polyp is
suspected, appropriate investigations and treatment should be
performed without undue delay and in accordance with local
guidelines [33].

Recommended Guidelines for the management of endometrial polyps
in patients with infertility

Based on the available evidence, we promote the following
recommendations:

- Hysteroscopic polypectomy is a feasible and safe intervention
with no risk for intrauterine adhesions formation after the
procedure (level B).

- Performing hysteroscopic polypectomy does not compromise
reproductive outcomes from subsequent IVF techniques. To
date, insufficient data are available to justify the removal of
polyps as a routine practice in sub-fertile women. (level B).

- The large amount of class II studies and the cost-effectiveness of
the procedure suggest that removing endometrial polyps in
women desiring fertility is a safe and cost-effective procedure
(level B).

Polyp and malignancy

Diagnosis of the patient with endometrial polyp and suspected
malignancy

As data concerning hysteroscopic polypectomy in subfertile
women are still lacking, the management of endometrial polyps
due to malignancy risk is ascertained. Scientific evidence
provided from two recent meta-analyses showed that the
prevalence of premalignant and malignant lesions in patients
with endometrial polyps is estimated between 3.4 % and 4.9 % in
postmenopausal and 1.1 % in premenopausal women [64,65]. The
risk is higher in the presence of abnormal uterine bleeding
[prevalence ratio (PR) 1.47], showing a higher risk of malignancy
among symptomatic (5.14-12.3%) than asymptomatic women
(1.89 2.1 %), menopausal status (PR 1.67), age >60 years (PR 2.41)
diabetes mellitus (PR 1.76), hypertension (PR 1.50), obesity (PR
1.40) and tamoxifen use (PR 1.53) were significantly associated
with malignancy. However, polyp size, parity and paired hyper-
estrogenism were not associated with increased risk of malig-
nancy [64-68].

The diagnostic tools utilized for the diagnosis of endometrial
polyps during menopause are similar to those used in premeno-
pausal women. A class I study showed that overall sensitivity rates
were 70.0 % for transvaginal ultrasound and 89.6 % for saline
contrast sonohysterography, while the overall specificity rates
were 50.0 and 80.7 %, respectively [69]. Considering its pooled
sensitivity of about 90 %, saline contrast sonohysterography
showed reliability for the diagnosis of endometrial polyps, and
it could be considered as a validated strategy to stratify women
with postmenopausal bleeding for further diagnostic work-up and
treatment with hysteroscopy [37].
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The risk of hyperplasia and cancer in polyps with an
endometrial thickness > 10.8 mm on TVUS was found 5.5-fold
higher in a class Il study, confirming that a thickened endometrium
in postmenopausal women should be further investigated, ideally
with hysteroscopic-guided biopsy [70]. Due to the elevated risk of
malignancy, hysteroscopy with histopathological analysis of the
specimen is mandatory in all symptomatic postmenopausal
women [70].

The use of blind D&C or blind endometrial biopsy should be
avoided due to reported inaccuracy in diagnosing endometrial
polyps. Indeed, when compared to targeted biopsy performed
during hysteroscopy, low sensitivity (between 8% and 46 %) and
low NPV (around 7%-58%) are reported by class II studies, despite a
specificity and PPV of 100 [71-74]. Moreover, the histopathological
diagnosis could be complicated by the polyp fragmentation caused
by this technique [75]. A 2016 meta-analysis confirmed the lower
predictive values in detecting malignancies in postmenopausal
women with active bleeding, related to target hysteroscopic
sampling [76].

Recommended Guidelines for the diagnosis of endometrial polyps in
patients with suspected endometrial cancer

Based on the available evidence, we promote the following
recommendations:

- Saline contrast sonohysterography is highly accurate in detect-
ing endometrial polyps in asymptomatic postmenopausal
patients (level B).

- Postmenopausal patients with vaginal bleeding and a suspected
endometrial polyp should undergo diagnostic hysteroscopy
with hysteroscopic polypectomy if an endometrial polyp is
visualized. (level B).

- In-office hysteroscopy has the highest diagnostic accuracy with
high cost-benefits ratio for premalignant and malignant
pathologies of the uterine cavity (level B).

- Histopathological analysis of the polyp is mandatory due to risk
of malignancy (level B).

- Blind techniques and D&C should be avoided due to their
inaccuracy in detecting polyps and malignancies (level A).

Management of the patient with endometrial polyps and suspected
malignancy

Hysteroscopic polypectomy is an effective and safe diagnostic
and therapeutic intervention for the management of the patient
with endometrial polyps. There are several available methods to
remove polyps during hysteroscopy;

To date, the method of choice should be selected according to
the operator’s preference taking into consideration the cost [79-
83].

Hysteroscopy with the use of bipolar electrosurgical removal
of polyps is worldwide available at a reasonably low cost.
Visualization and direct polyp removal are reported to be
effective and reduce the risk of recurrence associated with the
use of mechanical instruments (i.e. grasping forceps or scissors).
Other instruments include the mini-resectoscope system, which
can also be used in the in-office setting, hysteroscopic tissue
removal systems, and the diode laser. Recently, class I and II
studies confirmed the cost-effectiveness of mini-resectoscopes,
tissue removal and diode laser for hysteroscopic endometrial
polypectomy in the office setting [79-81,84]. The use of
intrauterine tissue retrieval systems showed both clinical and
surgical benefits over resectoscopic resection. However, intra-
uterine tissue retrieval systems are not widely available in low
resource settings [77,78].
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However, comparative data are still not robust enough to state
the superiority of a hysteroscopic technique over the others
[79,82,84-86].

Only few studies assessing the effect of polypectomy on
symptoms are available. In a class I study on this subject, 150
women diagnosed with endometrial polyp were randomized to
hysteroscopic removal or expectant management for six months.
There was no difference in the volume of menstrual blood loss
between the groups, although intermenstrual spotting, was
significantly improved by polyp removal [87].

In class II studies, the recurrence of histologically confirmed
benign endometrial polyps on long-term follow-up (9 years) after
hysteroscopic polypectomy is about 3%. However, in cases of
multiple polyps and hyperplastic polyps, the recurrence rate could
reach up to 10 % [88-90]. Further long-term, high-quality studies
are required to establish more accurate recurrence rates [86,88-
90].

The risk of malignancy of endometrial polyps in women with
abnormal uterine bleeding or postmenopausal bleeding is not
related to the size of the lesions. As shown by a recent meta-
analysis and a class Il study, in post-menopausal women, the risk of
malignancy was similar regardless the size of the polyp. (66, 68)

The presence of abnormal uterine bleeding is associated to a
significant elevated risk of atypical hyperplasia or carcinoma in
post-menopausal women (4.15-5.14 % vs. 1.89-2.30 %) [91].
However, data are too scarce to establish a robust conclusion,
therefore a watchful waiting approach for postmenopausal
asymptomatic polyps should be carefully discussed with the
patient. Considering the low financial cost, minimal surgical risk
and discomfort associated with hysteroscopic polypectomy, the
resection of the lesion should always be considered.

When areas of atypical hyperplasia or carcinoma were found in
the polyps, a class I study revealed that in 88 % of women residual
atypical endometrial hyperplasia or carcinoma was present in the
hysterectomy specimen, mostly (55.6 %) as multifocal lesions [92].
The incidence of endometrial carcinoma in the surrounding
endometrium after complete resection of a polyp with atypical
hyperplasia is around 30 % in class II studies. This supports the
current recommendation that, in these cases, it is advisable to
perform hysterectomy and bilateral salpingo-oophorectomy, in
patients not desiring future fertility [92,93].

For women diagnosed with endometrial polyps without the
presence of atypia or cancer, although hysterectomy eliminates the
risk of recurrence of endometrial polyps, it is considered a major
surgical procedure, with significantly greater costs and potential
morbidity. To date, no comparative study evaluating conservative
management versus hysterectomy for the treatment of endome-
trial polyps is available.

Recommended Guidelines for the management of endometrial polyps
in patients with suspected malignancy

Based on the available evidence, we promote the following
recommendations:

- Regardless of the size of an endometrial polyp, expectant
management is not recommended in symptomatic postmeno-
pausal women due to the risk of malignancy (level B).

- Hysteroscopic polypectomy is safe with a low recurrence rate
and provides improvement of the symptoms (level B).

- Different sources of energy (bipolar surgery, mechanical tissue
removal, diode laser) can be used during hysteroscopic
polypectomy with similar surgical outcomes (level B).

- When atypical endometrial hyperplasia or carcinoma is found
on a polyp, hysterectomy with bilateral salpingo-oophorectomy
is recommended in post-menopausal and in premenopausal
patients without desire of future fertility (level B). (The
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management of the patient with atypia or endometrial cancer is
outside of the scope of this guidelines and should be managed as
per oncologic criteria).

Incidentally diagnosed endometrial polyps

The hysteroscopic excision of asymptomatic endometrial
polyps in post-menopausal patients has slipped into clinical
practice as a routinary approach aiming to avoid the potential risk
of endometrial cancer. However, there is no data supporting the
benefit to recommend the removal of all polyps in postmenopausal
patients as a cancer prevention strategy. Evidence from class II
studies found that the size of the polyp should be considered
relevant, whereas only a mean diameter>than 1.8cm was
associated to histopathological abnormalities (atypical hyperpla-
sia, hyperplasia on polyp, intraglandular adenocarcinoma) in about
the 2% of the patients. The removal of small, fibroglandular polyps
was reported neither cost-effective nor lifesaving in postmeno-
pausal asymptomatic women. However, the presence of known
comorbidities that expose women to an increased risk for
endometrial cancer (hypertension, obesity, diabetes mellitus,
and tamoxifen use) should be considered when recommending
polypectomy. Class II and III studies have found a significant
increased risk in patients with obesity, polycystic ovarian
syndrome, polyp size > 2.2cm and when multiple polyps are
present [94].

Recommended Guidelines for the management of endometrial polyps

in patients with suspected malignancy

- Asymptomatic endometrial polyps in postmenopausal women
should be removed in case of large diameter (> 2 cm) or in
patients with known risk factor for endometrial carcinoma
(level B).

- The removal of small polyps (< 2cm) in postmenopausal
asymptomatic patients is not cost-effective (level B).

- The resection of asymptomatic polyps in young women should
be considered whereas a common risk factor or an increased (>
2.2 cm) diameter is present (level B).

Recommendations for future research

Endometrial polyps represent a frequent gynecologic pathology
encountered in daily clinical practice. There are some areas that
require additional high-quality data to better understand and
manage this pathology.

We propose the following considerations for future research:

- To conduct randomized trials to evaluate the impact of the
presence of endometrial polyps on endometrial receptivity in
infertile women diagnosed with asymptomatic endometrial
polyps.

- Comparison between different hysteroscopic instrumentation
for the removal of endometrial polyps;

- Long-term studies evaluating the recurrence rate of endometrial
polyps after hysteroscopic removal;

- Large prospective studies including asymptomatic postmeno-
pausal women diagnosed with endometrial polyps.

Synopsis
Endometrial polyps are a common gynecologic pathology

encountered in clinical practice. An evidence-based diagnosis
and management is mandatory to ensure adequate patient’s care.
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