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Abstract 

Although persistent granulation tissue continues 
to be a well-recognized complication of wound 
healing, the incidence of episiotomy scar 
granulation tissue is unknown, and reports 
are rare. Herein, we present a case of multiple 
hypertrophied and polypoidal granulation tissue 
of a large size at the site of episiotomy scar 
treated with surgical excision and the recovery 
was uneventful with excellent results.   
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Introduction 

Hypertrophic granulation tissue, often 
referred to as overgranulation or proud 
flesh,1 is a well-documented 
complication of wound healing. It is 
characterized by exuberant growth of 
granulation tissue during the proliferative 
stage of wound healing, which prevents 
maturation and epithelialization.2 It 

readily bleeds due to increased 
vascularization and a lack of protective 
epithelial barrier.1,3 It is usually not 
painful as it contains little nerve tissue, 
however, if left untreated, innervation 
can occur which will increase sensation 
and cause pain.3 The incidence of 
vaginal granulations is difficult to 
assess. Although well known to 
practicing obstetricians, there 
seems to be very little detailed 
description of this condition in the 
literature.4 Atia and Tidbury 
described four patients with localized 
polypoid lesions of granulation tissue on 
the episiotomy scar, three patients had a 
single lesion while the remaining one  
had three lesions, and the sizes of the 
lesions were ≤1 cm.4 Herein, we report 
a 34-year-old woman with multiple 
hypertrophied and polypoidal 
granulation tissues about three to six cm 
long at the site of episiotomy scar. To 
the best of our knowledge, this is the 
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largest and most numerous vaginal 
granulation tissue on the episiotomy 
scar reported in the literature. 

Case Report 

A 34-year-old primipara, presented to 
our clinic complaining of excessive 
yellowish, non-foul-smelling vaginal 
discharge with no associated vulvar 
itching, on and off since her delivery. It 
was profuse to such an extent that she 
was showering three times a day and 
using disposable under-pads to protect 
her clothes from secretions. The 
discharge was sometimes mixed with 
blood especially after sexual intercourse 
but there was no history of dyspareunia. 
The patient had previously seen several 
physicians for the same complaint but 
denied improvement of symptoms 
despite taking different types of 
antibiotics. She had had a difficult 
vaginal delivery with forceps and 
episiotomy five months prior to her 
presentation. There was no other 
significant past medical or surgical 
illness.  

On vaginal examination, excessive 
granulation tissue was seen filling the 

whole vagina, which looked 
hypertrophied and polypoidal about 
three to six cm long. The uterus was 
normal, and both adnexa were clear. 
The vulva and perineum appeared 
normal. On speculum examination, old 
blood was seen in the vagina and the 
cervix appeared healthy. The exact 
origin of the granulation tissue could not 
be determined in the clinic even by 
gently rotating the speculum due to the 
large size and numerous amounts. 
Gram stained smears from the urethra, 
vagina and cervix, vaginal swab cultures 
for Neisseria gonorrhea and Chlamydia 
together with a PAP smear were taken. 
The reports of all were negative. In view 
of the unusual large size and the 
excessive amount of granulation tissue, 
examination under anesthesia with 
surgical excision of the granulation 
tissue was planned. 

The procedure was done under general 
anesthesia. Intraoperative findings 
revealed excessive granulation tissue in 
the posterior vaginal wall along the line 
of the episiotomy scar up to the 
posterior fourchette. It looked 
hypertrophied and polypoidal (Figure 1 
A and B).  
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Figure 1(A) 

 

Figure 1(B) 

Figure 1. Excessive hypertrophied and polypoidal granulation tissues (A) in the 
posterior vaginal wall (B) grasped with Allis tissue forceps. 

 

 

There was no granulation tissue or 
polyps in other parts of the vagina or 
perineum (Figure 2). The granulation 
tissue was excised completely (Figure 
3) and sent for histopathology. 
Postoperative recovery was uneventful. 
The histopathological report revealed 
multiple fragments of tissue, the largest 
measured 6 cm in dimension, with 
inflamed granulation tissue reaction. No 

granuloma, dysplasia or evidence of 
malignancy was seen. At the sixth week 
postoperative follow up visit the patient 
stated that she felt quite well. The 
vaginal discharge had disappeared 
within a week of surgery and she felt 
that one shower a day instead of three 
was enough. On examination the 
healing was perfect with normal 
appearance of the vagina and no 
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recurrence of the granulation tissue. 
Three months later, the patient remains 

asymptomatic with no signs or 
symptoms of recurrence. 

 

 

Figure 2. No granulation tissue was 
seen in the perineum, the lesions 
were localised inside the vagina 

 

Figure 3. Some of the excised 
granulation tissues 

 

Discussion 

Although the formation of some 
granulation tissue is a normal 
component of the wound-healing 
cascade, this tissue may become 
pathologically excessive and persist in 
the vagina and perineum. The etiology 
behind the development of 
hypergranulation tissue is not well 
understood.5 Predisposing factors that 

have been suggested include chronic 
inflammation, external friction, infection, 
and foreign-body irritation.1,6 Vaginal 
granulation tissue is more frequently 
reported after hysterectomy. Saropala 
and Ingsirorat analyzed 352 patients 
who underwent total abdominal 
hysterectomy, vault granulation 
tissue was found in 119 patients, 
giving the incidence of 34 %.7 In 
another study of 471 patients who 
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underwent hysterectomy with 
vaginal vault closure, a comparison 
between 220 women who had 
abdominal versus 261 women who had 
vaginal route closure of the vault was 
done, the prevalence of granulation 
tissue was found to be similar in the 
two groups.8 The incidence of the 
granulation tissue on the episiotomy 
scar is unknown and reports are rare. 
It should be noted that in many of 
the large surveys evaluating 
episiotomy, the long-term 
assessment, w h i c h  i s  usually 
three months, was often 
accomplished by a postal 
questionnaire as it seems that a 
late clinical examination was 
impractical. However, in one 
prospective study conducted by 
Beischer, the protocol did include 
clinical assessment at three months. 
He studied 56 patients who had 
persistent dyspareunia due to a 
badly repaired episiotomy incision 
and he found granulomata in 24 of 
them, giving an incidence of 42.9 
%.9 In research by Ketcham et al., 
episiotomy scars were examined at 
sixth weeks postpartum. A scar with 
granulation tissue was found in 16 
out of 42 women sutured with 
chromic catgut and in three out of 
37 women sutured with polyglycolic 
acid.10 However, we suspect that this 
condition may be much more 
common in clinical practice than is 
stated by the rarity of published 
reports. To find out the true 
incidence of episiotomy scar 
granulation tissue, a prospective 
study of a postnatal cohort, 

including clinical examination, is 
required. 

Vaginal discharge is a common 
gynecological symptom with a wide 
range of causes. For proper 
management of such a problem, as 
described in our patient, other causes 
of this symptom should be excluded 
by full clinical assessment and 
laboratory investigations. Clinical 
presentations of vaginal granulation 
tissue include dyspareunia, genital 
discomfort, vaginal discharge, which may 
be bloody, or postcoital bleeding. 
Alternatively, it may be completely 
asymptomatic.7 In our patient the only 
symptom was excessive yellowish vaginal 
discharge sometimes mixed with blood. 
The profuse quantity of discharge in this 
case could be related to the large size and 
excessive amount of the granulation 
tissue.  

There are different therapeutic options for 
vaginal granulation tissue. Cauterization 
with silver nitrate is the most commonly 
used treatment. Although the procedure 
itself is easy and quick to perform, it 
often needs to be repeated on several 
occasions, and it is not appropriate for 
multiple large lesions due to its ability to 
cause tissue necrosis.11 Steinberg et al. 
discussed a case where carbon dioxide 
laser had been used for treatment of 
persistent vaginal granulation tissue.12 
Saropala and Ingsirorat studied the 
spontaneous regression rate of vault 
granulation tissue in 100 patients who 
underwent total abdominal 
hysterectomy at the 10th, 14th and 20th 
week after the operation.7 They found 
complete regression of the lesions in 
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52 patients, of these 56% regressed at 
the 10th week, 23% at the 14th week and 
the remaining 21% at the 20th week.7 
When they further analyzed the 
relationship between the size of the 
granulation tissue and spontaneous 
regression rate, they found that 
complete regression rate was 72% of 
the lesions which were ≤5 mm and 
33% of those which were >5 mm.7 
Thus, conservative treatment would be 
reasonable if the lesions were small ≤ 5 
mm and asymptomatic. Large 
granulation tissue >10 mm is very 
rare; it was found in 8 out of 105 
patients, giving the incidence of 7.6 
%.7 In our woman, the size of the 
granulation tissue was much bigger 
which ranged from three to six cm. 
Therefore, surgical excision of the 
granulation tissue was chosen as the 
modality of treatment in this case due to 
the large size and numerous amounts. 
In addition to cure, this procedure has 
an advantage of providing a biopsy 
sample to confirm diagnosis and 
exclude malignancy. 

Conclusion 

In conclusion, vaginal granulation 
tissue at the site of the episiotomy 
scar may be associated with 
unpleasant symptoms, mainly 
vaginal discharge with or without 
dyspareunia. These granulations 
should be looked for in symptomatic 
postnatal patients who may 
present several months after 
delivery. This condition often 
necessitates treatment especially if the 
lesions are large and excessive as 
described in this case. Episiotomy 

scar granulations may be more 
common than the paucity of 
published reports suggests. Further 
research regarding its incidence, 
causation and prevention could prove 
beneficial and improve postpartum 
recovery for many women.  
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