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Definition  
• Fritsch H    1894  

• Joseph Asherman   1948 

• Ascherman syndrome 

• Intrauterine Synechia/Adhesion 



Uterine Synechia  

• Asherman syndrome, occurs when scar tissue 
(adhesions) forms inside the uterus and/or the 
cervix. 

• Asherman syndrome occurs when trauma to 
or removal of the basal layer of endometrium 
in opposing areas within the uterine cavity.  

• Traumatic denudation of the endometrial 
basalis layer to raw myometrium may result in 
permanent scar.  



Angus JM, Curr Opin Obstet Gynecol, 2009 



March Ci RBM Online, 2011 





Clinical manifestations of IUA 

Abnormal menstruation  
Amenorrhea 
Cyclic pelvic pain 
Infertility 
Recurrent pregnancy loss,  
Intrauterine growth restriction 
Abnormal placentation. 



Cervical Probing

Cervical probing was 1 of the original interventions de-

scribed for women with intrauterine adhesions. The report

describes return of menses within a month in all 29 patients

[3]. However, it is likely that most women in the series only

has cervical canal scarring with a healthy endometrial cavity.

This technique currently has a limited role.

Dilation and Curettage

Before the widespread use of operative hysteroscopy, blind

D&C followed by oral estrogen therapy and placement of an

IUD was used as 1 of the mainstays of treatment. Schenker

and Margalioth [7] reported an 84% rate (1049/1250 women)

of resumption of normal menses after D&C. Conception was

noted in 51% of women (540/1052), and 55% had term de-

liveries [7]. It is again likely that most of these women had

mild disease, and the more severe cases were treated with a

laparotomy and hysterotomy with lysis of adhesions. Blind

D&C is associated with a high risk of uterine rupture per-

foration and a low success rate and therefore has a very limited

role as well [4].

Operative Hysteroscopy

Lysis of intrauterine adhesions under direct hystero-

scopic visualization is considered the treatment of choice for

Asherman’s syndrome. Hysteroscopic guidance aids surgery

by use of the following principles:

• Hysteroscopy enables lysis of adhesions under direct vi-

sualization and magnification.

• Cavity distension and separation of the uterine walls may

place bands of fibrosis under tension, which can facilitate

lysis of adhesions.

• Filmy adhesions (especially central cavity lesions) can be

bluntly lysed with cavity distension and the tip of the hys-

teroscope (Fig. 3A,B) [46].

Fig. 1

Flowchart highlighting the diagnostic potential of various radiologic modalities for intrauterine adhesions.

220 Journal of Minimally Invasive Gynecology, Vol 25, No 2, February 2018



• Operating channels of hysteroscopes can allow various in-

struments to be used for lysis of adhesions, including

hysteroscopic scissors [22,37,39], monopolar energy systems

[39,47], bipolar energy systems [48,49], or neodymium-

doped yttrium aluminum garnet lasers [39,50,51].

• Surgical treatment may be performed in an office or out-

patient setting with outcomes similar to those in an inpatient

setting [52].

The basic principle involves beginning adhesiolysis in a

caudad to cephalad manner. The filmy and central cavity ad-

hesions are taken down first to enable cavity distension. The

dissection is continued cephalad toward the uterine fundus.

Lateral or extremely dense adhesions are taken down last,

because they are technically harder to resect and can result

in a higher chance of uterine perforations [4].

Instruments for Operative Hysteroscopy and Lysis of

Intrauterine Adhesions

A surgeon has a choice of several modalities for lysis of

adhesions at the time of hysteroscopy, described in more detail

below.

Hysteroscopic Scissors

Semirigid 5F or 7F scissors through a 6.5-mm operating

hysteroscope is the preferred method for resection of intra-

uterine adhesions (Fig. 4) [22,37,39]. Using sharp dissection

gives an advantage of minimizing destruction of healthy

endometrium [4]. This can decrease the risk for further damage

and reduce the risk of recurrence [53]. Additionally, the lack

of coagulation while dissecting with scissors can be used to

the surgeon’s advantage while determining when to stop re-

section at the uterine fundus. Slight bleeding at the fundus

indicates entry into myometrium, and adequate adhesiolysis,

a phenomenon that is masked if instruments with coagula-

tion capacity are used.

Monopolar Electrosurgery Instruments

Monopolar electrosurgery instruments have been de-

scribed for resection of intrauterine adhesions with noted

success [39,54]. The main advantage of this modality is precise

and hemostatic resection of disease. Monopolar instru-

ments require nonelectrolyte distending media like glycine

and sorbitol [55]. These solutions, however, are hypotonic,

and excessive absorption can lead to hypo-osmolality and hy-

ponatremia and, in extreme cases, potentially fatal cerebral

edema with brainstem herniation [56]. A 1000-mL hypo-

tonic fluid deficit can lead to a significant drop in serum

sodium [56]. Furthermore, there is an increased risk of vis-

ceral damage if uterine perforation occurs while using

monopolar instruments [23]. Additionally, endometrial damage

from these instruments may predispose to recurrence of in-

trauterine adhesions [57]. The procedure is hence best

performed under experienced hands where time manage-

ment and efficiency of movement in the surgical field is of

paramount importance.

Fig. 2

Comparison between 2-dimensional (2D) ultrasound, 3D ultrasound, saline sonohysterography, and diagnostic hysteroscopy in the same patient who de-

veloped intrauterine adhesions after a D&C following a first trimester loss. (A) On 2D ultrasound the trilaminar appearance of the endometrium is lost.

(B) On 3D construction of the images, total loss of cavity and its contours can be noticed. (C) An intrauterine balloon catheter was used to perform a

saline sonohysterogram on the same patient. Intrauterine adhesions can be highlighted (vertical white arrow). (D) Diagnostic hysteroscopy revealed an

obstructed cavity with loss of anatomic landmarks. (E) After extensive lysis of intrauterine adhesions, the uterine cavity was successfully restored.

221Khan and Goldberg Hysteroscopic Management of Asherman’s Syndrome

DIAGNOSIS /ULTRASOUND 



DIAGNOSIS /HSG 



DIAGNOSIS/HYSTERESCOPY 





Classification 
Mild adhesions: filmy adhesions composed of basalis 
endometrial tissue causing partial uterine cavity 
occlusion. 
Moderate adhesions: fibromuscular adhesions – 
characteristically thick and still covered with 
endometrium that may bleed upon division, that partially 
or totally occlude the uterine cavity. 
Severe adhesions: adhesions composed of connective 
tissue only, lacking any endometrial lining and not likely 
to bleed upon division. These adhesions may partially or 
totally occlude the uterine cavity 





Hysteroscopy/Treatment  

 The goal of hysteroscopic lysis of adhesions is to 

restore the normal anatomy of the uterus. 

 Hysteroscopy should be performed during the 

proliferative phase of the menstrual cycle, with 

the obvious exception of the amenorrheic patient. 

 Patients should be informed that multiple 

procedures may be required, particularly in the 

event that dense, extensive adhesions are 

encountered.  



Instruments for Operative Hysteroscopy 
and Lysis of Intrauterine Adhesions  

Hysteroscopic Scissors 

Monopolar Electrosurgery Instruments 

Bipolar Electrosurgery Instruments 

Neodymium-Doped Yttrium Aluminum 

Garnet Laser 

 

 

 



Hysteroscopic Scissors  
Advantages 

These tools provide excellent landmarks when dividing 
these adhesions, particularly when approaching the 
adjacent myometrium.  
Bleeding may be observed at the myometrium, alerting the 
surgeon to stop further dissection so as to avoid 
perforation.  
No scattering of energy is produced to damage the small 
areas of healthy endometrium, which are the reservoir for 
future re-epithelialization.  





Additional Techniques for Guidance during 
Hysteroscopy  

• Installation of Methylene Blue Dye 

• Ultrasound-Guided Resection 

• Fluoroscopic-Guided Resection 

• Laparoscopic-Guided Resection 

 

 

 

 





Adhesion  Recurrence 

Yu, Fertil Steril, 2008 

3.1 - 62.5% 



Postoperative Management  

• There is, however, no consensus regarding the optimal methods to 
prevent intrauterine adhesions.  
– Solid Barriers 

•  IUD  
• Uterine balloon  
• Foley catheter  

– Semisolid Barriers  
• Auto-crosslinked hyaluronic acid gel 
• modified hyaluronic acid  
• Fresh and dry amniotic membranes  

– Hormone Therapy  
– Techniques to Increase Vascular Flow to the Endometrium  

• aspirin,  
• Sildenafil, 
• nitroglycerine  

– Stem Cell Treatment  
 
 
 
 
 

 



• Foley catheter and intrauterine balloon stent, 
both of which must be removed after just a 
few days.  

• An IUD is the only barrier that can be placed in 
the uterine cavity for several months  

 



Bosteels G, Cochrane, 2017 







Journal of Minimally Invasive Gynecology (2017) 24, 80–88 



Journal of Minimally Invasive Gynecology (2017) 24, 80–88 





Myers, Fertil Steril, 2012 



OUTCOMES 

Myers, Fertil Steril, 2012 

6 pregnacy – 3 birth 



Postoperative oestrogen therapy  
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Introduction

Fertility clinicsworldwidearehelpingcouplestoachievetheir

goal of building a family. Infertility universally affects about

13% couples [1], and the etiology of the disease varies by

region [2].

Asherman syndrome (AS) is defined as intrauterine

synechiae developed in response to injury to the pars basalis

of the endometrium most commonly after uterine instrumen-

tation associated with pregnancy, such as curettage after mis-

carriage, postpartum bleeding, or retained placenta, aswell as

intrauterine surgery [3–7]. Tuberculosis is the most common

infectiouscauseof intrauterinescarring worldwide, with poor

responseto treatment [8, 9]. ASisresponsiblefor 7% casesof

secondary amenorrhea in the USA [10].

The intrauterine adhesions can range from complete oblit-

eration of the cavity to filmy, fluffy, or dense adhesions be-

tween uterine walls [7]. The main complications of the

Asherman syndrome are infertility (43%) and impairment of

menstrual flow, from oligomenorrhea to amenorrhea (62%)

[11]. It was shown that 76% of patients after intrauterine

adhesiolysishad new adhesion formation 1 month postopera-

tively, compared to 88% post-septum resection, 40% post-

myomectomy, 0% post-polypectomy [12].

Current management approaches are directed towards the

treatment and prevention of thesubsequent intrauterineadhe-

sion formation. The standard treatment is surgical, which in-

volves lysis of intrauterine adhesions under di rect

hysteroscopic visualization, with the goal of restoration of

theuterinecavity, aswell asendometrial function and fertility

[13, 14]. Prevention of re-scarring is achieved with mechani-

cal measures such as intrauterine balloon or intrauterine de-

vice(with outcomesreportedly better with theballoon) and/or

postoperative estrogen treatment [15–17]. After such combi-

nation treatment, some report almost 100% restoration of

menses[18, 19]; however, achieving pregnancy ismuch more

complicated and challenging, with post-treatment intrauterine

pregnancy rate ranging from about 23 to 45% and live births

from 28.7 to 32.1%, depending on severity of adhesions and

female age [18, 20]. In those who get pregnant, there is an

increased risk of seriouscomplication suchasplacentaaccreta

or intrauterine growth restriction [3, 7, 11].

Hence, it is very clear that the current management of AS

should ideally be directed not only towards removal of adhe-

sions and prevention of their re-formation, but also towards

the regeneration/revival of endometrial lining in order to pro-

videahealthy layer of cells to support thepregnancy. Herein,

wedescribe, to thebest of our knowledge, the first reportson

clinical use of platelet-rich-plasma (PRP) in the setting of

Asherman syndrome. Thegoal of thispublication is to report

apotentially successful clinical application, which wearefol-

lowing up with apilot randomized control study in our center.

Patients signed informed consents after detailed discus-

sionsabout thePRPtreatment, with institutional IRB approval

from University of California San Francisco in place.

Case report #1

IO presented to usat age34 with secondary amenorrhea. Her

past gynecological history includedprior long-termuseof oral

birth control pills (OCP) for contraception, with short period

(3 months) of amenorrhea upon discontinuation, followed by

aspontaneouspregnancy, which ended in an early pregnancy

loss. Her pregnancy loss was managed by dilation and curet-

tage (D and C), followed by two more D and C (sharp and

suction curetting) for retained productsof conception (POCs).
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Guidelines for the surgical management of 
intrauterine adhesions 

 Hysteroscopic lysis of adhesions by direct vision and a tool for 
adhesiolysis is the recommended approach for symptomatic 
IUAs. Level B 

 Adjunctive interventions to aid adhesiolysis include ultrasound, 
fluoroscopy, and laparoscopy. There are no data to suggest that 
these prevent perforation or improve surgical outcomes and are 
likely dependent on clinical skills and availability. However, when 
such an approach is used in appropriately selected patients, it 
may minimize the consequences if perforation occurs. Level B  

 In the presence of extensive or dense adhesions, treatment 
should be performed by an expert hysteroscopist familiar with at 
least one of the methods described. Level C.  
 

 



Guidelines for secondary prevention of 
intrauterine adhesions  

 The use of an IUD, stent, or catheter appears to reduce the rate of postoperative adhesion 
reformation. There are limited data regarding subsequent fertility outcomes when these 
barriers are used. Grade A 

 There is no evidence to support or refute the use of preoperative, intraoperative, or 
postoperative antibiotic therapy in surgical treatment of IUAs. Grade C  

 If an IUD is used postoperatively, it should be inert and have a large surface area such as a 
Lippes loop. Intrauterine devices that contain progestin or copper should not be used after 
surgical division of IUAs. Grade C  

 Semi-solid barriers such as hyaluronic acid and auto-cross-linked hyaluronic acid gel reduce 
adhesion reformation. At this time, their effect on post-treatment pregnancy rates is 
unknown. Grade A  

 Following hysteroscopic-directed adhesiolysis, postoperative hormone treatment using 
estrogen, with or without progestin, may reduce recurrence of IUAs. Grade B  

 The role of medications designed as adjuvants to improve vascular flow to the 
endometrium has not been established. Consequently, they should not be used outside of 
rigorous research protocols. Grade C  

 Stem cell treatment may ultimately provide an effective adjuvant approach to the 
treatment of Asherman syndrome; however, evidence is very limited and this treatment 
should not be offered outside of rigorous research protocols. Grade C  
 
 
 
 
 




