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High number of endometrial polyps is
a strong predictor of recurrence:
findings of a prospective cohort study
in reproductive-age women
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Objective: To compare the incidence of recurrence between a cohort with a high number (R6) of endometrial polyps (EPs) and a single-
EP cohort among reproductive-age patients after polypectomy.
Design: Prospective observational cohort study.
Setting: Single university center.
Patient(s): Premenopausal women who underwent hysteroscopic endometrial polypectomy were recruited.
Intervention(s): Patients underwent a transvaginal ultrasound scan every 3months after polypectomy to detect EP recurrence. Kaplan-
Meier and Cox regression models were used to compare the risk of recurrence between the two cohorts and analyze the potential risk
factors for EP recurrence.
Main Outcome Measure(s): EP recurrence rate.
Result(s): The study enrolled 101 cases with a high number of EP and 81 cases with a single EP. All baseline parameters were similar
except that the high number of EP cohort had a slightly lower mean age than the single EP cohort (33.5 [range 30.0–39.0] vs. 36.0 [30.5–
43.0] years). The risk of recurrence in the high number of EP cohort was 4.08 (95% confidence interval [CI] 1.89–8.81) times higher than
that in the single-EP cohort 1 year after polypectomy, with a recurrence rate of 45.5% versus 13.4%, respectively. A high number of EPs,
endometriosis, and previous polypectomy history were independently associated with polyp recurrence.
Conclusion(s): The high number of EP cohort was much more prone to recurrence than the single-EP cohort. A high number of EPs,
endometriosis, and previous polypectomy history were independent risk factors for recurrence. A high number of EPs is suggested to be
a distinct subgroup with different pathogenesis, which warrants frequent monitoring and prevention. (Fertil Steril� 2017;-:-–-.
�2017 by American Society for Reproductive Medicine.)
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stroma around a vascular core that pro-
jects from the surface of the endome-
trium (1). Its prevalence ranges from
7.8% to 34.9% in routine clinical prac-
tice and is higher in infertile women (2).

Intrauterine structural abnormal-
ities are thought to perturb implantation
and cause infertility as well as early
pregnancy loss (3, 4), and the presence
of EPs is suggested to be the most
common pathologic finding detected
by office hysteroscopy in subjects with
recurrent implantation failure (5). The
molecular mechanisms of polyps
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causing infertility are mainly related to defective endometrial
receptivity. EPs can induce local inflammatory changes (6,
7), produce glycodelin to inhibit natural killer cell activity,
and decrease the expression of essential receptivity molecular
markers, such as HOXA10 and HOXA11 (8). Other studies
propose that EPs may present an abnormal site that interferes
with sperm transportation as well as embryo implantation (9).

In addition to scientific evidence, polypectomy has been
proven to increase pregnancy rates of spontaneous concep-
tion as well as assisted reproduction in infertile patients
(10, 11). As such, clinical practice guidelines recommend
mandatory surgical EP removal in women seeking
pregnancy because of its negative effect on embryo
implantation and the demonstrated benefits of surgical
removal (3, 12).

Hysteroscopic polypectomy, now the criterion standard
for the diagnosis and treatment of EP, is performed under
direct visualization to completely remove EPs but leave the
adjacent endometrium intact (13). However, although hyster-
oscopic resection effectively removes polyps, EP recurrence
remains a concern with recurrence rates of 2.5%–43.6%
(13–16). As such, it is critical to identify the risk factors for
EP recurrence, especially in reproductive-age women desiring
future conception, to aid in clinical counseling and decision
making.

Limited data are available in the literature that explore
risk factors for EP recurrence, in part owing to the time-
consuming nature of a prospective cohort study. Only a
few retrospective studies to date have explored EP recur-
rence risk factors, and they have reported conflicting results
and mostly focused on postmenopausal women (13, 15, 16).
Although some studies have suggested that EP number did
not correlate with recurrence potential, those studies
included subjects with only 2–3 polyps in multiple-EP co-
horts; cases with >5 polyps have never been discussed
(13, 17). In contrast, Yang et al. (14) focused a
retrospective study for the first time on the EP recurrence
potential of reproductive-age women and suggested that a
high number of EPs was a strong predictor for recurrence.
Yang et al.'s findings suggested that a subgroup with R6
polyps could reach a recurrence rate as high as 59% after
an average of 18 months of follow-up, which was much
higher than those with a single EP or 2–3 EPs with recur-
rence rates of 35% and 36%, respectively (14). However,
the validity of Yang et al.’s study result may have been
compromised by the retrospective study design with
different follow-up time points. Accordingly, we designed
a 1-year prospective cohort study to compare the recurrence
rates with a high number of EPs or a single EP and to
explore the potential risk factors for EP recurrence among
reproductive-age women.
MATERIALS AND METHODS
Study Design and Patient Selection

This single-center prospective cohort study enrolled premen-
opausal women who had EPs and underwent hysteroscopic
polypectomy in the First Affiliated Hospital of Sun Yat-sen
University from January 5, 2015, to January 4, 2016. These
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women were awaiting a future pregnancy, although some
did not plan to conceive immediately. The study included
two cohorts of subjects, the single-EP cohort and the high
number of EP cohort, for comparison of the relative risk of
EP recurrence. The study was reviewed and approved by the
Institutional Committee of Ethics for Clinical Research and
Animal Trials of the First Affiliated Hospital of Sun Yat-sen
University, People's Republic of China. There were no con-
flicts of interest associated with this study.

Inclusion criteria were premenopausal status with a diag-
nosis of benign EP confirmed by means of hysteroscopy and
histopathology with full EP removal. The histology of the EP
was confirmed based on the criterion of irregular endometrial
glands with thick-walled vessels scattering in fibrous or
collagenous stroma (18). The present study intentionally re-
cruited two divergent cohorts of patients with a single versus
R6 EPs based on the EP number found during the hysteros-
copy examination. The rationale for having single versus
R6 EPs cohorts was based on quartile cutoff point from our
pilot study. We observed that the EP number quartile cutoff
points among premenopausal EP patients who underwent
polypectomy in our hospital were: 1st quartile¼ 1; 2nd quar-
tile¼ 2–3; 3rd quartile¼ 4–5; and 4th quartileR6. Therefore,
we decided to recruit patients with the lowest quartile of EP
numbers (single EP) and the highest quartile of EP numbers
(R6 EPs) as the single-EP cohort versus the high number of
EP cohort. Womenwho received hormone contraception, hor-
mone replacement therapy, controlled ovarian stimulation,
and medications that affect the endometrium, such as tamox-
ifen after surgery, were excluded from the study. Women with
atypical or hyperplastic EPs were also excluded.
Office Hysteroscopy

Office hysteroscopy was scheduled in the follicular phase af-
ter menstruation (days 5–12 of the cycle) for EP diagnosis and
localization. It was performed with the use of a hysterovideo-
scope (Hopkins II 30�; Storz) with an outer diameter of 5 mm.
After speculum application and cervical disinfection, the hys-
teroscope was introduced intracervically. The uterine cavity
was distended with the use of 0.9% sodium chloride solution.
The fluid was introduced by means of an automated hystero-
scopic distension pump at an inflow pressure of 100–110 mm
Hg. The hysteroscopic polypectomy was performed with the
use of a small ovum forcep for blunt removal with the help
of hysteroscopy for targeting the EPs. The remaining small
pedicle was curetted if necessary. Hysteroscopy was used to
reinspect the uterine cavity to confirm complete EP removal.
The specimen was then sent for histopathology analysis. We
avoided using diathermy to prevent deep injury to the endo-
metrium, which might be unfavorable for embryo implanta-
tion. All of these procedures were performed exclusively by
the same experienced physician (H.Z.).
Patient Enrollment and Data Collection

Subject recruitment occurred when patients returned to
obtain their histologic and hysteroscopy reports 2 weeks after
office hysteroscopy, and eligible patients were recruited based
VOL. - NO. - / - 2018
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on the aforementioned inclusion criteria. Written informed
consent was obtained before data collection. Baseline data
about their demographic, gynecologic, obstetrical, and medi-
cal histories; indications for surgery (infertility and/or AUB);
numbers and diameters of EPs; and histopathologic features
were collected. Infertility was defined as failure to conceive
after 1 year of regular intercourse without contraception.
AUB was defined as prolonged menstrual bleeding >7 days
in duration or the presentation of any intermenstrual bleeding
(2, 8).
Follow-up

The primary outcome measure was the recurrence rate of EP
within 1 year after polypectomy, defined as the percentage
of patients with EP recurrence at each follow-up time point
as detected by means of transvaginal ultrasound with color
Doppler (TVCD). Patients were scheduled for a follow-up
with TVCD to screen for EP recurrence at 3, 6, 9, and
12 months after the initial full surgical EP removal. All scans
were performed in a standardized manner by the same physi-
cian (S.R.), who was blinded to the subjects' group assign-
ments. First, the cervix and uterine corpus were identified in
the transverse plane. Second, the uterine corpus was assessed
by examining a series of parallel scanning planes, from the
internal cervical os to the uterine fundus, to detect uterine
anomalies (19). The ultrasound features of benign EPs are
focal hyperechoic lesions presenting smooth and well defined
borders with single feeder vessels on Doppler examination
(20). Patients with negative findings on TVCDwere all defined
as ‘‘nonrecurrence.’’
Sample Size Estimation

Based on Yang et al.'s study, which showed a 59% recurrence
rate in the high number of EP group versus 35% in the single-
EP group (14), we calculated that a sample of 67 subjects in
each cohort would have 80% power to detect an estimated dif-
ference of 24% points in the EP recurrence rate between the
high-number and single-EP cohorts by means of Pearson
chi-square two-sided test with a type I error of 0.05. Antici-
pating a 20% attrition rate, the final sample was increased
to 80 per cohort.
Statistical Analyses

All analyses were conducted with the use of SPSS version
23.0. Intergroup differences were compared with the use of
the Mann-WhitneyU test or Student t test for continuous var-
iables depending on the distribution of the data. Categoric
variables were analyzed with the use of the chi-square test.
Data are expressed as median (interquartile range), mean �
SD, or percentage. The Kaplan-Meier method with the log-
rank test was used to estimate recurrence-free survival and
to compare recurrence rates between the two cohorts. Sur-
vival was calculated from the date of polypectomy to the
date of recurrence. Subjects without recurrence were censored
at the last ultrasound examination. Cox regression models
were used to compare the risk of recurrence between the
high number of EP cohort and the single-EP cohort in both
VOL. - NO. - / - 2018
univariate and multivariate analyses. Factors with values of
P< .02 on univariate analyses were included in the subse-
quent multivariable model, and factors with values of
P< .05 on multivariate analyses were considered to be statis-
tically significant.

RESULTS
A total of 182 women were included in the study, with 101
subjects (55%) in the high number of EP cohort and 81
(44.5%) in the single-EP cohort. All subjects underwent the
follow-up 3 months after the initial surgery except for two
because of pregnancy; 170 subjects completed the 6-month
follow up; 157 subjects came back for an ultrasound exami-
nation at 9 months, and 152 subjects remained for the 12-
month final checkup. The total dropout rate for 1 year was
16.4% (Fig. 1).
Demographics

Details of the study population are listed in Table 1. The sub-
jects’ median age in the high number of EP cohort was
33.5 years (30.0–39.0) versus 36.0 years (30.5–43.0) in the
single-EP cohort (P< .05). Infertility and AUB were the two
major indications for hysteroscopic polypectomy, and their
proportions were similar between the two cohorts. The two
cohorts did not differ significantly in body mass index
(BMI), gravid and parity, history of polypectomy, and other
possible risk factors for polyp recurrence, such as endometri-
osis, adenomyosis, polycystic ovary syndrome (PCOS), and
leiomyoma. The mean polyp size was smaller in the high
number of EP cohort than in the single-EP cohort (0.71 �
0.30 cm vs. 0.94 � 0.44 cm; P< .05).

A total of 43 subjects (32%) experienced EP recurrence in
the entire cohort 1 year after polypectomy. The frequency of
EP recurrence was much higher in the high number of EP
cohort than in the single-EP cohort. After 1 year of follow-
up, 45.5% (95% confidence interval [CI] 33.9%–57.0%) of
subjects in the high number of EP cohort had EP recurrence,
compared with only 13.4% (4.6%–22.2%) in the single-EP
cohort. The hazard ratio (HR) for recurrence in the high num-
ber of EP cohort compared with the single-EP cohort was 4.08
(95% CI 1.89–8.81; P< .01). In addition, EP recurrence rates
were significantly higher in patients with a high number of
EPs than in those with a single EP at each monitoring time
point, i.e., 8.9% versus 1.2% at 3 months, 20.0% versus
4.1% at 6 months, and 33.1% versus 11.5% at 9 months;
P< .05 (Fig. 2).

Table 2 presents the univariate and multivariate Cox
regression models that were used to evaluate the risk factors
for EP recurrence. First, univariate analysis was used to deter-
mine the relationship between EP recurrence and its potential
risk factors, including age, BMI, gravidity and parity, number
of EPs, polyp size, previous history polypectomy, endometri-
osis, adenomyosis, PCOS, leiomyoma, and infertility. In the
univariate analysis, a high number of EPs, infertility, endo-
metriosis, adenomyosis, and previous polypectomy history
were associated with the potential recurrence of EP (P< .2).
Subsequent multivariate analysis showed that a high number
of EPs (HR 3.45, 95% CI 1.41–8.47; P< .01), previous
3



FIGURE 1

Flow chart of the two cohorts over 1 year of follow-up after polypectomy. EP ¼ endometrial polyp.
Gu. High number of polyps predicts recurrence. Fertil Steril 2017.
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polypectomy history (HR 2.42, 1.13–5.41; P< .05), and endo-
metriosis (HR 2.18, 1.03–4.62; P< .05) were significant pre-
dictors of EP recurrence after adjusting for other factors.
DISCUSSION
To our knowledge, this is the first prospective cohort study to
investigate the potential of postoperative polyp recurrence
and its associated risk factors among premenopausal women.
The findings indicated that subjects with excessive growth of
multiple EPs (R6) were much more vulnerable to recurrence
than those with a single EP, even after adjustment for other
potential risk factors (HR 3.45). Recurrence can occur very
soon after surgery, and the incidences were much more
frequent in the high number of EP cohort at each follow-up
4

time point, i.e., at 3, 6, and 9 months after the initial surgery.
In addition to the high EP numbers, this study also showed
that previous histories of endometriosis and polypectomy
were independent risk factors for EP recurrence, whereas
other potential predictors, such as age, BMI, leiomyoma,
infertility, and PCOS status, seemed not to have an effect.

The present study demonstrated that a high number of
EPs increased the risk of recurrence in reproductive-age
women, with an annual recurrence rate of 45.5% compared
with 13.4% in the single-EP cohort. The study identified
that patients with a high number of EPs growing excessively
around the uterine cavity comprised a distinct high-risk sub-
group that was previously neglected. The findings of this 1-
year prospective cohort study confirmed the results of Yang
et al.'s study, which first reported a significantly higher
VOL. - NO. - / - 2018



TABLE 1

Comparison of patient demographics between groups.

Characteristic

High number
of EPs

(n [ 101)
Single EP
(n [ 81) P value

Age (y) 33.5 (30.0–39.0) 36.0 (30.5–43.0) < .05
BMI (kg/m2) 21.3 (19.6–22.6) 21.2 (19.5–23.7) .60
AUB (%) 28.7 (29) 40.7 (33) .13
Infertility (%) 57.4 (58) 49.3 (40) .42
Multigravida (%) 51.5 (52) 48.1 (39) .13
Previous

polypectomy (%)
13.8 (14) 8.6 (7) .31

Endometriosis (%) 13.9 (14) 24.6 (20) .09
Adenomyosis (%) 4.0 (4) 11.0 (9) .10
Leiomyoma (%) 12.8 (13) 16.0 (13) .64
PCOS (%) 6.9 (7) 7.4 (6) .73
Polyp size (cm) 0.71 � 0.30 0.94 � 0.44 < .01
Note: Values are presented as median (interquartile range), % (n), or mean � SD. AUB =
abnormal uterine bleeding; BMI ¼ body mass index; EP ¼ endometrial polyp; PCOS ¼ poly-
cystic ovary syndrome. A

Gu. High number of polyps predicts recurrence. Fertil Steril 2017.
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recurrence potential for subjects with a high number of EPs
(R6), showing a 59% recurrence rate after surgery versus a
35% recurrence rate in those with a single EP (14). However,
Yang et al.’s study retrospectively investigated patients who
presented to the same clinic a second time for a hysteroscopy
examination, which was prone to selection and information
bias, and showed a much higher EP recurrence rate than other
studies. The annual recurrence rate of 13.4% in our single-EP
cohort was in line with the results of previous studies (13, 21),
but the annual recurrence rate of 45.5% in our high number of
EP cohort was higher than those reported by most studies in
the literature (13, 15, 17). The reasons for the relatively high
recurrence rate may be due in part to the variety of study
subjects as well as the different methods used for EP
removal. Because our subjects were all reproductive-age
women desiring a future pregnancy, all EPs were bluntly
removed without the use of diathermy for fear of intrauterine
adhesions, which have a potential unfavorable effect on
future reproductive function (22). The blunt removal of polyps
under outpatient hysteroscopy guidance is cost-effective for
infertile women because it has been proven to not be inferior
to other techniques in terms of clinical outcomes (23). In
contrast, in other studies, EP resections were performed
with the use of a resectoscope to fully remove the EP,
including the stalks and base, at a depth of R5 mm up to
the border of the myometrium (13, 15).

The correlation between EP number and recurrence po-
tential has seldom been discussed and with contradictory re-
sults. Because there has been no specific definition of
multiple/high-number EPs in the literature, we prospectively
studied cohorts of patients in the highest quartile versus the
lowest quartile of the polyp number from populations who
underwent polypectomy in our hospital. Consistent with our
patient grouping, Yang et al.’s retrospective (9) study also
demonstrated that EP numbers R6 was associated with a
much higher recurrence rate than a single EP, although EP
numbers 2–3 shared a recurrence rate similar to that of a sin-
gle EP. Regarding these results, we assumed that a high num-
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ber of EPs (R6) might be a distinct subtype that required
further investigation. In light of the present findings, we
plan to further investigate the recurrence rates of patients
with 2–5 EPs to determine the cutoff value of the EP number
that predicts patients at high risk of recurrence.

EP is a condition that has been attributed to infertility due
to abnormal bleeding or presenting an unfriendly environ-
ment for embryo implantation. The interaction between an
embryo and a receptive endometrium is a critical part of im-
plantation, and it is thought that intrauterine abnormalities,
such as EP, leiomyoma, or adhesion, may perturb implanta-
tion and cause infertility or early pregnancy loss (3, 4).
Among these intrauterine lesions, EP is suggested to be the
most common pathologic finding detected by office
hysteroscopy for subjects with recurrent implantation
failure (5), and it is recommended that EPs be removed in
women seeking pregnancy (12, 23). However, some patients
are more prone to EP recurrence than others; accordingly,
they may have to undergo several polypectomy procedures
before achieving pregnancy, which is painful and costly.
Therefore, we must identify the population at high risk of
EP recurrence while providing preoperative counseling and
perform possible prevention measures to lower the
recurrence rate.

The findings from our study shed light on clinical coun-
seling and guiding decision making for patients with EP. Sub-
jects with a high number of EPs should be well informed of the
frequency of recurrence, and their postoperative management
should be strengthened. From a clinical point of view, women
with a high number of EPs should be instructed to achieve
pregnancy as soon as possible after polypectomy before
recurrence occurs. Subjects in reproductive medical centers
should receive embryo transfer the next month after polypec-
tomy, or extra preventive therapy, such as oral contraceptive
pills and GnRH agonists, should be provided to prevent EP
recurrence (24). For subjects who are on birth control, oral
contraceptive pills as well as a levonorgestrel intrauterine de-
vice might be preferable because they inhibit endometrial
overgrowth and decrease the risk of EP recurrence (24).

Concerning other predictive risk factors associated with
EP recurrence, our data agreed with Wang et al.’s results
that endometriosis was an independent risk factor for EP
recurrence (25). The intrinsic factors might be that both endo-
metriosis and EP exhibit endometrial overgrowth because of
the alterations of expression patterns of estrogen receptor
and aromatase (26). Moreover, increased proliferation and
decreased apoptosis in the eutopic endometrium of women
with endometriosis could facilitate EP formation (27, 28).
The other associated risk factor was a history of
polypectomy, indicating that some patients might have a
polypoid background in the endometrium arising from
genetic aberrations that are more vulnerable to developing
EP (29). Age, BMI, leiomyoma, infertility, and PCOS status
are well known risk factors for polyp development (11).
However, they seemed to play an insignificant role in polyp
recurrence in our study, which was consistent with Paradisi
et al.'s results (13).

The pathophysiology of EP remains various and elusive.
Proposed mechanisms that may contribute to EP development
5



FIGURE 2

Polyp recurrence rates of the two cohorts over the 1-year follow-up. Values are rate (95% confidence interval). EP ¼ endometrial polyp.
Gu. High number of polyps predicts recurrence. Fertil Steril 2017.
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include localized E2 overproduction (30), imbalanced expres-
sion of estrogen and progesterone receptors (31), deficient
apoptosis (32), inflammatory status (33, 34), abnormal
expression of growth factors (35), and even bacterial
infection (36). However, mounting evidence has
demonstrated pathogenic heterogeneity in the development
of particular EP types (19, 37, 38). Our findings, if
substantiated by future studies, may suggest that the
significantly different prognosis of single and diffused
growth of EP may be attributed to different mechanisms.
Patients with a high number of EPs may comprise a distinct
subtype that arises by an etiology different from the
common EP and presents a disturbed endometrial milieu
destined for the progression to more sinister pathologies.
Therefore, it will be very interesting to investigate the
intrinsic genetic background of this case type with the use
of genome sequencing and perhaps develop specific
preventive medications in the future.

The strength of our study lies in its prospective design and
1-year rigorous follow-up schedule of checks every 3 months
6

after the initial surgery to identify the exact recurrence time.
To our knowledge, this is the first prospective study that con-
ducted a close follow-up in reproductive-age patients after
polypectomy in a short period of time. It was astonishing to
find that the recurrence events occurred very quickly in the
high number of EP subgroup. A total of ten out of 182 patients
had EP recurrence 3 months after surgery; of those ten, nine
were from the high number of EP cohort. Six months after
surgery, 20% of patients in the high number of EP cohort
versus 4.1% of those in the single-EP cohort had EP recur-
rence. This result implied that the frequency of EP recurrence
was higher than estimated in women of child-bearing age and
that patients with excessive growth of multiple EPs will be at a
particularly high risk of polyp recurrence very soon after
polypectomy.

The lack of histologic confirmation of the TVCD diagnosis
of recurrence was considered to be a limitation. Although
hysteroscopy and guided biopsy are the criterion standards
for diagnosis, it is an invasive examination that is not suitable
for frequent follow-ups in a short period of time. Therefore,
VOL. - NO. - / - 2018



TABLE 2

Risk factors for recurrence of EP after univariate and multivariate
analysis.

Characteristic HR (95% CI) P value

Univariable analysis
Age (y) 0.96 (0.90–1.03) .27
BMI (kg/m2) 1.00 (0.88–1.13) .97
Multigravida 0.75 (0.32–1.72) .49
Multipara 1.10 (0.60–2.00) .94
PCOS 1.14 (0.16–8.37) .90
Polyp size (cm) 0.58 (0.21–1.61) .32
Leiomyoma 0.74 (0.26–2.10) .57
Adenomyosis 2.09 (0.81–5.40) .13
Endometriosis 2.09 (1.00–4.35) .05
Previous polypectomy 3.41 (1.62–7.19) < .001
High number of EPs vs.

single EP
4.82 (2.00–11.63) < .001

Infertility 1.64 (0.83–3.27) .16
Multivariable analysis

High number of EPs vs.
single EP

3.45 (1.41–8.47) < .01

Previous polypectomy 2.42 (1.13–5.41) < .05
Endometriosis 2.18 (1.03–4.62) < .05

Note: BMI ¼ body mass index; CI ¼ confidence interval; EP ¼ endometrial polyp; HR ¼ haz-
ard ratio; PCOS ¼ polycystic ovary syndrome.

Gu. High number of polyps predicts recurrence. Fertil Steril 2017.
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we chose TVCD, a noninvasive technique generally accept-
able to the majority of patients with minimal discomfort, as
a screening tool in our study. Furthermore, transvaginal ul-
trasonography is the first-line modality to detect polyps (2)
with a good degree of accuracy when performed with high-
resolution equipment by proficient practitioners (39). The
sensitivity, specificity, positive predictive value, and negative
predictive value of transvaginal sonography in detecting
endometrial polyps were reported to be 86%, 94%, 91%,
and 90%, respectively (40). With the use of TVCD, the diag-
nostic capability would be further improved, with a sensitivity
reaching 97% (41). Last but not least, all ultrasound examina-
tions were performed by a single expert physician (S.R.) to
minimize potential error due to interobserver variability.
Our research team plans to investigate long-term EP recur-
rence rate with the use of hysteroscopy as the criterion-
standard diagnostic tool as the next step. Although the rela-
tively short follow-up time is another study limitation, we
recognize the need to identify recurrence potential soon after
polypectomy, because our subjects were reproductive-age
women likely waiting to conceive. Future studies should
consider extending the follow-up period to demonstrate the
complete recurrence rates of both cohorts and calculate the
median recurrence-free survival times.
CONCLUSION
Findings from the present study indicate that reproductive-
age patients with a high number of EPs are much more
vulnerable to EP recurrence soon after polypectomy than
those with a single EP. Patients with a high number of EPs,
endometriosis, or a previous history of polypectomy may
require increased monitoring and preventive methods for
polyp recurrence.
VOL. - NO. - / - 2018
The huge differences in prognosis between these two co-
horts of patients suggest that patients with EPs that grow
extensively around the uterus might comprise a distinct sub-
type that arises by a different etiology and pathogenesis. This
study highlights the need for further research focusing on the
etiology and mechanism of the development of this particular
subtype of EP and its possible genetic background.
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