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Reproductive Medicine

MANAGEMENT OF
INTRAUTERINE SEPTUM and
ADHESIONS




Mullerian Anomalies

» Definition: Deviations from
normal anatomy that could
impair the reproductive
potential of a woman.

» They occur due to failure of
Mullerian ducts’ formation,
canalization, fusion or
absorption

» Exact prevalence unknown ?
_%] O Braun P et al) Edr diRadiol, 2005

Rackow BWaeiral NeurraGpinGbster;
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» ASRM Classifcation (has received the most
acceptance over the last 25 years)

» 201 2->ESHRE ESGE Classification

» ‘CONUTA’

» Based on the anatomy of the uterus mainly,
cervix and vagina = subclasses




Classification of Mullerian
anomalies

/@ }hh re ESHRE/ESGE classification
Female genital tract anomalies
Uterine anomaly Cervical [ Vaginal anomaly
Main class Sub-class Co-existent closs
uo Normal uterus o Naormo! cervix
ut Dysmarphic uterus 3. T-shaped c Septate carvix
b. infantilis -
¢ Others (@ 4 Daouble *normal” cervix
U2  Septate Uterus & partisl a Unitatera) cervical oplasia
b. Complate
cs Cervico! Aplosio
u3 Bicorporeal uterus & Partial
b. Complate
. Sicorporaat septate Vo Narmal voging
Us Hemi-uterus a. With rudimentary cavity i Longituding! non-abstructing
{communicating or not hom) voginals2ptum
b, Without rudimentary cavity (horn & tongrtuding| phstructing
without cavity / no horn) vagina! septum
us Aplastic & With rudimentary cavity [bi- or e Transverse vaging! septum
unilateraf horn| onel/or imperforate hymen
b. without rudimentary cavity (bi- or 5 ;
unilateral uterine remnants / Aplasia) = Yewinal oplesio
us Unciassified Malformations
C |4

Grimbizis GF et al. Human Reproduction 2013
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Comparison of the ESHRE-ESGE
and ASRM classifications of Miillerian
duct anomalies in everyday practice

A. Ludwin'2* and I. Ludwin'?
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» Does the ESHRE/ESGE classification increase
the frequency of septate uterus?

Compared with ASRM classification
ESHRE/ESGE Classification significantly
increase the frequency of septate uterus
recognition!

» 261 patients
» 44 /261 Uterin septa with ESGE (16.9%)
» 16/261 Uterine septa with ASRM (6.1%)




Incidence of Mullerian Anomalies

» Infertile patients (6.3%) had a significantly
higher incidence of mullerian anomalies,
compared with fertile (3.8%) and sterile (2.4%)
women.

» Incidence is higher in women with habituel
abortuses (12.6%).

Raga F, et al. Human Reproduction 1997




Prevalence of uterine anomalies

Table 11, Uterine malfarmations: prevalence of the different types

Study Cases  Diagnosis Arcuate I’ Bicomuate  Unicomuate  Didelphys  Agenesis
" n (%) n (%) n (%) n (%) " (%) n (%)

Exalto e al. (1978) 25 Echo/Lap 1 4.0) 10 (40,0 10 (40,00 320

Musich and Behrman (1978) 41 HSG 3(73) 14 (34.1) 12 (293) 1 {24) 11 (26.8)

Helnonen of al. (1982) 182 Varied 20 (110 52 (28.5) 39(324) 1307.1) 20(1L6)  17(93)

Stein and March (1990 150 Varied 9(60) 45 (30.0) 59(39.3) 12 (8.0) 2B (167)

Kovacivie o al, (1990) 127 HSG 76 (59.8) 19 (15.0) 27(21.2) 4(31) 110.8)

Ugur er al, (1995) 120 Echo 9(75) 61 (50.8) 26(21.7) 13010.8) 11192

Acien (1996) 249 TVS/HSG/Onhers 65 (27.1) 41071 88 (30.3) 29(121) 17(7.1) 9 @)

Raga et al. (1997) 127 HSG/Lap/Hyst 42 (328) 26 (20.3) 8 (6.3) R(6.3)

Vercellini ¢t al. (1999)

8.1
255 (18.3)

355(14.8)
362 (260)

51(13.7)
134 (9.6)

20 (54)
114 (8.2)

HSG = hysterosalpingography; TVS =transvaginal ultrasonography; TDU = three-dimensional ultrasound; Hyst=hysteroscopy, Lap =lapurcscopy.

B O e

14 (3.8)

40(29)



Uterin Septum

v Most common mullerian anomaly is UTERINE
SEPTUM.

v 55% of Mullerian anomalies.

v Complete or partial defect during uterovaginal
septum resorpsion.




In Case of Septate Uterus

LI

Spontaneous abortions
1. trimester bleedings
Preterm birth/ PPROM
Abnormal fetal position
Intrauterin growth retardation
Fetal death

Grimbizis GEetalyHum
» Poor blood supply to
the septum??-> Poor
implantation dynamics

v v Vv v

v Vv

» Increased intrauterine
pressure with relative
cervical incompetance



Perinatal Outcome in Mullerian
Anomalies

» 105 Women with Uterine anomaly compared with 182 Women with
Normal Uterus

- Risk of Spontaneous abortion in early trimester is highest in uterine

septum !!
Zlopasa G, 2007
Table 2. Pernpartum outcomes in women with uterine
anomalies
Complications Uternine anomalies Normal uterus F
(=116) (n-2_70) values
PROM 10 (8.6) 18(6.7) 0.442
Breach 45 (38.8) 20 (7.8 0.011
Preterm delhivery 23 (19.8) 3(_) (11.1) 0.015
Cervical cerclage 8 (6.9 3.1) 0.013
Abruption of placenta 4G 3(1.1) 0.055
Placenta previa 0 3Q1.1) 0411
Prolapse of cord 2.7 20.7 0.332
Utenne rupture O 1 (0.3 0.582
Fe:al distress 543 15 (5.6 0.503
Cesarean section S1(78.5) 140 (51.2) 0.001

Data are presented as numbers (25). PROM: premature rupture of membranes.

Yan Z et al, Chin

Med J 2010




UTERINE SEPTUM & REPRODUCTIVE
OUTCOME

Poor Reproductive outcome

Spontaneous abortion rates: %26- %94

Premature delivery: %9-%33

Fetal survival: %10-%75

Spontaneous abortion rates after septum resectio

v Vv Vv Vv Vv

n: %5.9

Toriano et al., 2004

Table VL Pregnuney outcome n patients with unireated septate uterus

Study Patients Conceiving Pregnancies Ectopics Abortions Preterm deliveries Term delivenes Live births
Hemonen er al. (1982) 52 41 81 0 21 (259) 7 (8.6) 55 (67.9) 61 (685)
Buttrum (1983) 72 2 208 0 139 (67.0) 69 (33.0) 0 58 (28.00
Acien (1993) 3l 24 65 0 15 (23.0) 15 (23.0) 35 (54.0) 41 (63.1)
Raga et al. (1997) 43 2 145 32 46 (31.7) 21(14.5) 15 (51D 90 (62.0)
Total* 198 65/83" 499 3(0.6) 221 (44.3) 112 (22.4) 165 (83.1) 250 (50.1)

*If the stdy of Butram (1983) is excluded the results are as follows: abortions 82291 (28.1%). preterm deliveries 43/291 (14.8%). term deliveries 165/291
(56.7%) und live births 1927291 (66%).
*Total number of putients from series with data on conception.

T



Diagnosis

UTERINE SEPTUM

» Incidentally = )

» Patients with i -
recurrent pregnancy
losses...

» During evaluation of
Infertility...




Diagnostic methods

» HSG : accuracy %20-60

» TVUSG: sensitivity of %100, spesificity of %80
» 3D USG: accuracy: %92

» Hysterosonography : accuracy %100

» MRI: accuracy %50-100

» H/S+L/S: GOLD STANDARD

Taylor &Gomel et al.,
2008




HSG

» With bicornuate and didelphic
uteruses, the angle between
medial walls is generally >90
degrees

» With septate uteruses, the medial
walls are straighter, the resulting
angle is generally <90 degrees

i




Differentiation between Bicornuate and
Septate Uterus

When the fundal

indentation (3) is below
the line (1,2) joining both

ostia or <5 mm over it
Bicornuate or Didelphus

Uterine Septum:
Fundal midpoint >5
mm over the interostial

Homer. The zeptnze utarys  Forai Skvii 2000



Ultrasonography (2D)

» Transabdominal USG: The septate uterus
appears as two cavities without sagittal
notching and with fundal myometrium

» Transvaginal USG permits better assessment,
sensitivity of 100%, specificity of 80%

A convex flat, minimally indented (<1 cm)

fundal contour with an echogenic mass

dividing the cavity 3




3D USG

» Sensitivity and
specificity of 100%
> Jurkovic et al. 1995




Saline Sonography g
(Sonohysterography) |

SIS may improve on the
information obtained from
USG alone,

It provides information on
the patency of the
fallopian tubes







(B) Septate uterus: (B-1) SHG; (B-2) HSG; (B-3) DH; and (B-4)
laparoscopy. In HSG the angle between the cornues of the
; a) should not exceed 60°.




The septate uterus: a review of
management and reproductive outcome

Hayden A. Homer, M.B.B.S., Tin-Chiu Li, M.B.B.S., Ph.D., and lan D. Cooke, M.B.B.S.

Reproductive outcome In women with an untreated septate

uterus,
g . Ne. of
When a septate uterus is found in Noof  NO:al’ posemn
. . . . Author (reZ emmanciss miscamagss  dslhivenss
association with adverse reproductive = = »

Hemonen et al (1) a1 1 7
OUtcome Ashron =t al. {56) 58 1z NR
Simon ot 5l (467) 13 3 NE
Zupt et al. (68) 37 13 0
Surgical intervention (Metroplasty) | Serer ey 2 2 g
ought to be considered Lervel andd March (71) o 0 ‘
Valle and Scinrm (18) 42 30 12
Fayez (20) 57 48 8
Mareh aumd Ismnel (16) 14 232 23
Penne st al (33) 27 4 3
Daly eral (6%) 150 130 13
Cho= znd Bagzishk (17) 3t 31 8
Fedelz =t 217 (73) >13% ~139 NE
Cararach et al (74) 178 159 11
Marsbinl st 0i T (75} >36 =26 KR
Pabucca et ol (76) 108 v6 11
Valle (77) 200 158 22
Colacurci et ol T (58) =14 =144 KR

Toml 1376 1.085 (79%) 125 (M%)

Nose: NE. = ot r2cordad.

* Subzroup of study with sdegusts dats
T Not included in tomal

Homar. The rapinty uierne. Fortl Swrii 2000.




Abdominal vs Hysteroscopic

Metroplasty

Abdominal Metroplas
By Jones at 1953
igh complication rates

Requirem
hysterot

- Longer postoperative
interval before conception

6 months)

isk of scar rupture

» Hysteroscopic
Metroplasty
- Advantageous
> Low morbidity

- No decrease in uterine
volume

- Earlier conceivement afte
metroplasty

- No need for C sectio




HYSTEROSCOPIC
SEPTUM RESECTION

OFFICE HYSTEROSCOPY
» Indications:
—small based septum

—subseptus
» Advantages:
| - In the outpatient

settings
- Vaginoscopic
evaluation

It should be performed at early proliferative
phase of the cycle!!



HYSTEROSCOPIC

SEPTUM RESECTION

RESECTOSCOPIC
» Indications:
-broad based septum

—complete septum with
single or double cervix

» Advantages:
- More clear vision

- Possibility of washout
of debris




Hysteroscopic septum resection

» Septal incision: either with microscissors,
electrosurgery, or fiberoptic light laser energy

» Optimal hysteroscopic resection= less than 1
cm septal residue

Homer et al., 2000



When to stop?

» The dissection is complete when both tubal
ostia can be viewed simultaneously

» Or the hysteroscope can be moved freely

from one cornual recess to another without
intervening obstruction

» And when the laparoscopist observes that the
entire uterus glows uniformly, even when the
distal end of the hysteroscope is located in
one cornual recess

» Daly et al 2 when significant bleeding was
pserved



Abdominal Ultrasound Guidance

» 108 patients

» Abdominal USG guided metroplasty
decrease ‘re-intervention’ rates

Vigoureux S et al. ] Minim Invasive Gynecol 2016

v Intraoperatively, transrectal USG increase the
chance of complete resection

Ghirardi V et al. /] Minim Invasive Gynecol 2015




Complete Septate Uterus: Should
cervical septum be resected?

» At present conserving
» May cause bleeding the cervical aspect of a
complete septum

» Or Cervical N AN
Incompetance A R
specific benefit!

deeca b ielel ), May complicate the
Valle et al., 1996 surgery
» Impedes vaginal

delivery in a
subsequent pregnancy

Homer HA et al. Fertil Steril 2000



Reproductive outcome after hysteroscopic
metroplasty in women with septate uterus
and otherwise unexplained infertility

Recwl Pabuooy, MO * and Yictor Gomel M D"

Ardam, Tunkny, and Yoncouwer, Hman Cobmbe, Lorads

» 61 patients with uterine septa and unexplained
primary infertility
» 25 (41%) conceived within 8-14 months

» Of these, 18 had live births (13 carried to term, 5
preterm), 7 had spontaneous abortions

Women with uterine septa
and unexplained primary
infertility might benefit
from hysteroscopic
metroolastv




Review Article

Hysteroscopic Metroplasty for the Septate Uterus: Review
and Meta-Analysis

Rafael F. Valle. MD*, and Geraldine E. Ekpo, MD

From the Departmns of (Wstetrics and (ynecology. Nortiwessem University Feinberg School of Medicine, Chicago. HEndis (hoth i thors )

» The calculated
overall pregnancy -

(0)
rate Wa S 6 7 . 8 (0] Livebinth mte after hysteroacapic inetrop lasty. it mete-analysis was perfomed on dl studies (groops | and 2) with Tive-binh mte repored as percent-

age. After exchading studies with moonmstent defimition of pregnancy mte (oo all post-metroplusty pregnancies reportad. not just index pregnancy)
and studics with a substantial number of suhjects Tost to follow=up or with ongoing preguancies, a sccond umalysis was performed on'the “clean™ sudics

» Live birth rate was

5 3% Sttistics for nach stuty Ewurt Rugw and 85%CI
Sowron. Yeu Ewsay | Tl IVake: p\Viie
. . . Flads (%)
J Minim Invasive Gynecol 2012 oot S ooy L [
Fodds o, 1933 538 4AZ53) 7% 43
Vilhe 1255 7 BAS-H04 45 o =
& Lupar, 1057 LT 158532 ' T 3
. . ﬁ:g::a?:p Rm Z ?f Jze-;é-; “ c 88 ar;} ':
Jonis , YoSH 8s7 4052 "z xn
85 pregnancies, 45 prior and 40 f:n;&fw i ,z A =
i o Gavned 2 88 18842 3.1 002 o
after septectomy. e S s =
Yang ef ol 2005 s71 IfT-7.38 75 AS —t—
1 . Colacusei 2007 o7 Z i -
The mean gestational age: oyl v e
Moo &1 al, 08 38 107 Da ——
P o 0l 3009 453 49 A5
33.7316.27 (weeks) 2 38.47 £ Naaumlo 4% au s
. Toogue etst 2611 351 -233 003 -
1.71 (weeks) after resection(p < o o
Vs, Wé ~ 778 ‘:5 -5
0.05) e o b
. . gt:’::t:l;gg-:: e 333 s23.858 2 ; g: VT
. " 5 =712
The mean birth weight: ekt i ham am =
Cotatpe) siat, 156 554 432659 0w a9
12 T-8AT [}
2520+ 764.4 (g) > 3202.6 £630.2 (g) it Ta Toin %% 2
803 303853 2m oa
Cyersd S35 478353 1= a

Spontaneous miscarriage rate Tk am o em o
dropped from 63.6% to 12.5%.




Reproductive outcome
After Septum Resection

» 20 studies

Comparison of reproductive outcome before and after hysteroscopic metroplasty for the septate uterus in selected series.

EBefore metroplasty

After mewoplasty

No. of MNo. of No. of MNo. of
MNo. of pretemm term No. of preterm term
MNo. of No. of miscarriages  deliveries delivernies No. of miscarriages deliveries deliveries
Author (ref) patents presnancies (%%) (2a) (%2) preznancies (%o) (%o) (%%)
Chervenak and Neuwirth (72) 2 3 3 (100) 0 0o 2 0 0 2 (100)
Daly et al* (70) 17 40 32 (85) 5(12.5) 1 (2.5) 9 222 1{11) 6 (67)
De Cherney and Polan* (81) 15 NR =30 NR NR 11 2({18) 0 9 (82)
Isrzel and March* (71) 12 28 26 (93) o 2(™ 2 1 {50) o 1(50)
De Cherney et al. (79) 103 NR =206 NR NR =71 =8 1 NR
“alle and Sciarra* (18) 12 42 30(71) 12 29) o 10 2 (20) 2(20) 6 (60)
Fayez (20) 12 21 19 (90) 2{10) o 16 2(13) 0 14 (87.5)
March and Israel (16) 57 240 212 (88) 21 (®) 7(3) 56 214 40D 41 (79
Perino et al. (33) 24 27 24 (89) 3{(11) o 15 1(7) o 14 (93)
Daly et al (69) Ss 150 130 (87) 13 (®) 7(5) 75 15 (20) 5¢(D 55 (73)
Choe and Baggish (17) 14 38 31 (82) 6{16) 1(3) 12 1 (&.3) 1({8.3) 10 (83.3)
Fedele et al. (73) 71 =139 =139 NR NR 65 10 (16) 10 (16) 45 (69.2)
Cararach et al. (74) 62 176 160 (91) 11 (&) 5(3) 41 12 (29) o 20 (28)
Pabuccu et al. (76) 49 108 96 (89) 11 (10) 1(1) 42 2{4.5) 2045 40 (9.1)
Valle (77) 115 299 258 (86.3) 28 (8.4 13 (=2.3) 103 12 (12) 7D 84 (81)
li ' ME, =22 g2 340, :
658 1.062 933 (88) 95 (@) 34 (3) 491 67 (14) 29 (6) 395 (80)

* Not included in total to avoid duplication of patients.
T Not included in trotal because of incomplete data.

Abortus rates decrease to %14 from %88!
birth rates increase %3-> %80

Homer et al.,

p4010]0




Event leading to diagnosis and pregnancy cutcome after metroplasty for different septum sizes, n = 114,

Septum size % Septum size % Septum size > %

Diagnostic svent: 10 (8.8% of n) 18(158% of n) 86 (754% of n)
Infertility workup 4(40%) 7(39%) 27 31%)
First timestar miscarnags 4(40%) 4(22%) 18 21%)
Pramaturs delivery - 2(11%) 78%)
Normal delivery = 1(6%) 1(1%)
Thresor mors miscamiages 1(10%) 3(17%) 22 26%)
C-secton 1(10%) 1(6%) 11 (13%)
Pragnancy outcoms after metroplasty:
No pragnancy 7(70%%) 6 (4096%) 11(14.1%49
Live birth 3(30%%) 5133.3%" 64 (8299
Miscarnage - 4 26.7%" 3(38%"
Desirad fertility 10(100%) 15(100%) 78 (100%)

{3 had no desirg) (8 had no degire)

* The percentages are dedved from he 100% vaue of desired ferslity.
Istre. Resulis afier hysteroscopic metwoplasty. Rertdl Sserdd 2010,

Even in larger septum, live birth delivery rates increase after
hysteroscopic metroplasty.

Istre et al, Fertil Steril 2010




Uterine Rupture in Subsequent
Pregnancies?

» The literature reports 18 confirmed reports of
uterine rupture during pregnancy or delivery
after hysteroscopic metroplasty!

» In all, some complication during the
procedure such as excessive or overzealous
excision, with substantial penetration of the
myometrium and even perforation of the
uterine wall, and excessive use of
electrosurgical or laser energy




|s cerclage recommended?

» Cervical cerclage should be placed only in
cases of persisting US cervical changes in
presence of negative or after adequate
antibiotic treatment of cervicovaginal swab

Leone FPG et al. Fertil Steril 2000




Should we insert an IUD after
septum resection?

» An IUD may provoke local inflammation and
favor the formation of synechia

» Increased risk of ascending endometrial and
tubal infection

So, there is no role for the routine
postoperative use of an IUD!!

Estrogen has no appearant role after
| hysteroscopic incision of the septum.

+ 4 by




SUMMARY TN
uterus didelphys uterus uterus

Expectant Surgery: Expectant Expectant Hysteroscopic
treatment I EEF treatment treatment etroplasty
Cervical length _

measurement Metroplast Cervllcal :

) inselected  Cerclagein

cerclage in cases —

selected cases

Rudimentary
horn excision (if
present)




MANAGEMENT OF
INTRAUTERIN ADHESIONS




History of Asherman Syndrome

1894 - Heinrich Fritsch

First described a case of posttraumatic intrauterine adhesion.

1927 - Bass
1946 - Stamer
1948 - Joseph G. Asherman

Asherman Syndrome has been used to describe the disease

ever since.




Definition

A consequence of trauma to the
endometrium,

producing partial or complete
obliteration in the uterine cavity
and/or the cervical canal.




Prevalence

» The prevelance varies both by different
populations as well as by the types of
investigation used for diagnosis.

- approximately %1,5 in general population
- 5-39% in recurrent pregnancy losses
- 40% in interventions after rest placenta

Representation of what the band of adbesions o scar tissue may look like

Al-Inany H. Acta Obstet Gynecol Scand 2001




Prevalence of Intrauterine
adhesions in various populations

Table 1 Prevalence of intrauterine adhesions (IUA) in various populations

Population Number with IUA Total cases ence (%) Source (citation)
Secondary amenorrhea 13 487 3 Thomson et al'’
Infertility 212 2,702 8 Thomson et al'’
Postpartum curettage 47 197 24 Thomson et al'’

First trimester curettage

One 70 443 /‘ 16 \ Hooker et al’

Two or more 59 253 23 Hooker et al’
Recurrent miscarriage 30 129 23 Thomson et al'’
Retained products of conception® 20 50 40 Westendorp et al'!’
Hysteroscopic myomectomy

Single 10 32 31 Taskin et al®
Multiple 9 20 45 Taskin et al’
Hysteroscopic septum resection 1 15 7 Taskin et al®
Hysteroscopic polypectomy 0 28 0 Taskin et al®

“Postpartum and spontaneous abortion subjects.

Evans-Hoeker et al. Semin Reprod Med 2014



The criteria for the diagnosis of
Asherman syndrome

|. At least one of the following clinical features;
v Amenorrhea, hypomenorrhea
v'Subfertility, infertility
v'Recurrent pregnancy loss
v'History of abnormal placentation (previa, accreata...)

II.The presence of intrauterine adhesions by
Hysteroscopy and/or histologically confirmed
intrauterine fibrosis.

Dan Yu et al. Fertil Steril 2008




Etiology of Asherman Syndrome

|. Trauma to a gravid uterine cavity (%66.7)
v Curettage (postpartum, postabortion, elective)
v Cesarean section
v Evacuation of hydatiform mole

II. Trauma to nongravid endometrium

v (Diagnostic curettage, myomectomy, insertion of a IlUD, operative
hysteroscopy...)

lll.Infection (chronic or subacute endometritis)
IV.Congenital anomaly of the uterus (esp. Septate uterus)

V. Genetic predisposition

VI. Other Factors:

‘GnRH analogues’ after hysteroscopic myomectomy

> Endometrial Curettage at 2-4 weeks postpartum

- Endometrial Curettage in a patient with lactation more than 3 months,
- Finding of myometrial tissue fragments in the curettage material

(¢]

Dan Yu et al. Fertil Steril 2008




Etiology of Asherman Syndrome

» Compression Sutures performed due to
Uterine Atony (B-Lynch, Modified B-Lynch,
Multiple Square, Pereira, Marasinghe, Zheng)

* B-Lynch sutures decrease uterine
blood flow by approximating the
anterior and posterior walls of the
uterus and thus increase the risk of
syneschia

Body

* Increased number of sutures
increase the risk of synechia

* Presence of endometritis and
ischemia inscrease the risk of

Poujade et al. Gynaecological Surgery, 2010



Long-term complications and
reproductive outcome after the
management of retained products of
conception: a systematic review

WL P i

Arsrped

" Dmgiammwnrt of CRramtass smad

UM ASOoEegYy A Wect i Camtrian, Sesociang. sl Pegaartmeny of Ongetoacs 3o
- -
-

< AwtardaT e Nt oacande

» Retained products of conception>Comparison of
Misoprostol vs Surgical treatment

» No studies reporting on IUA after misoprostol
» More IUAs were encountered after
dilatation &curettage

dilatation after hysteroscopic resection
&curettage

30%

Hooker AB et al, Fertil Steril 2015



Symptomatology

|.Menstrual abnormalities(%68)
Il.Infertility (%43)
Ill.Recurrent pregnancy loss

IV.Other pregnancy complications

v Spontaneous miscarriage

v Preterm delivery

v'Abnormal placental implantation
v Ectopic pregnancy

v I[UGR-?

Dan Yu et al. Fertil Steril 2008




Clinical Pathology Correlation

Clinical pathology correlation of Asherman
syndrome.

Location of the pathology of Asherman’s syndrome

1. Intrauterine fibrosis without visible Cr% ‘ Variable

adhesion or obliteration of cavity

2. Cervical canal adhesion —— % :
(Atretic amenorthea) )  Obstructive amenorhea

(1) Central adhesion without
obliteration of cavity

)
: .| 2)Partial obliterate and
3. gtdirg;?o gaV"fﬂ constriction of cavity }

Variable

Amenorrhea &
Infertility

3) Complete obliterate of
\  whole uterus cavity

4. Uterine cavity combined with - .
eTce) caie actiasion G% S Obstructive amenorhea




RADIOLOGICAL

DIAGNOSIS S

Hysterosalphingography
Ultrasonography
Sonohysterography

MRI

HSG




Ultrasound and intrauterine adhesions:
a novel structured approach to diagnosis
and management

T. N. AMIN, E. SARIDOGAIN
and D. JURKOVIC*

Adhesions present with
a) Thick adhesion bands

b) Thin endometrium
c) Partial obliteration of the cavity with fluid at the fundus

at the ultrasonography

Ultrasound Obstet Gynecol 2015



IlU Adhesions in the HSG




HYSTEROSCOPIC DIAGNOSIS

Hysteroscopy more accurately 3
confirms the presence, extent,
and morphological characteristics
of adhesions and the quality of
the endometrium...

AAGL Practice Report




Hysteroscopy

» Hysteroscopy enables—>

- accurate description of location and degree of
adhesions

- Classification
- Concurrent treatment of IlUA




Classification of Intrauterine
Adhesions
» Prognosis is related to ‘severity of disease’

 a——



Summary of Classification Systems

Minimal (Mild)
Moderate

Severe

March et al. 1978, Valle and Sciarra
1988

Isthmic
Marginal
Central

Severe
Hamou et al. 19




Recent Classification

Table 1. Proposed clinicohysteroscopic scoring system of lUA

- Score

2 Complex System Creates a Hysteroscopic findings

Isthmic fibrosis 2

prognOStlc ScCore: Filmy adhesions Few 1

Excessive
. . 1.e..>50%, of the cavity 2
© by I n CO rpo ratl n g menStrua/ Dense adhesions (Siné,l:band t B 2

Multiple bands

and obstetric history (e >50% ofthe cavity) 4
> With /UA findings at e Onlyonevbuized 2

Both not visualized

hysteroscopic assessment Tubular cavity (sound less than 6) 10
Menstrual pattern

Nasr et al. Gynecol Obstet Invest2000 Normal 0

Hypomenorrhea 4

Amenorrhea 8

Reproductive performance

Good obstetric history 0
Recurrent pregnancy loss 2
Infertility 4

0-4 = Mild (good prognosis); 5-10 = moderate (fair prognosis).
11-22 = severe (poor prognosis).




Special Article
AAGL Practice Report: Practice Guidelines for Management
of Intrauterine Synechiae

AAGL ApvancinGg MiINniMaLLy INVASIVE GYNECOLOGY WORLDWIDE

AIM OF TREATMENT

» Restoration of the uterine cavity
» Prevention of recurrence

» Endometrial restoration

» Maintanence of the normal cavity

== ‘ \




Management

» Treatment should only be considered when
there are signs or symptoms (pain, menstrual
dysfunction, infertility, or recurrent
pregnancy loss)

» Expectant Management —  Inselected women
» Cervical Probing There is no

» Dilatation and Curettage

» HYSTEROSCOPY —— -

H -
Treatment of choice

evidence to support
the use of (Level C)




Hysteroscopic adhesiolysis

» Blunt dissection
» Scissors or biopsy forceps

» Monopolar and bipolar electrosurgical
Instruments

» Nd-YAG LAser




FERTILITY AND STERILITY® Vaol. 68, No. 6, Decamber 1997
Copyright © 1997 American Socety for Reproductive Medicine FPrinted on acid-free paper in [\ 8. A,
Published by Elsevier Science Inc.

Hysteroscopic treatment of intrauterine adhesions is safe and
effective in the restoration of normal menstruation and fertility

Recai Pabugcu, M.D. Biilent Urman, M.D.¥
Vedat Atay, M.D. Ali Ergiin, M.D.
Esat Orhon, M.D,

v Forty women with recurrent pregnacy loss or infertility resulting from intrauterine
adhesions.

v After hysteroscopic adhesiolysis;
v In 16 infertile cases;
v %63 (n:10) conceived,
v %37 (n:6) term or viable preterm delivery

v In 24 cases with recurrent pregnancy loss;
v' %71 term or viable preterm delivery

Pabuccu R et al. Fertil Steril 1997




» Laser or electrical » Some authors suggest:

energy provides There is no difference
hemostasis as well as between scissors or
adhesiolysis but may resectoscope

cause endometrial
damage!




Reproductive outcome following hysteroscopic
adf1esiolysis in patients with fertility due to
Asherman s syndrome

» Conception rates 40.4%

» Live birth rate 86.1%
» Abortus rate 11.1 %

» Hysteroscopic adhesiolysis is a safe and
effective method for reconstruction of regular
menstruation

Roy K et al. Arch Gynecol Obstet, 2010



Disadvantages

v'Risk of Uterine Perforation:

Hysteroscopic management of the severe and dense ones
Intrauterine adhesions, may be technically difficult,

Also carries a significant risk of uterine perforation.

v'Perforation usually occurs during the dilatation of the cervical canal or / and the
introduction of the hysteroscope.

» Recurrent Adhesions




Guiding Techniques for
Hysteroscopy

s

~

In order to improve
safety and
efficiency!

&To minimize

- uterine perforation!! Y.

N

» Fluoroscopically-guided blunt dissection
» Transabdominal ultrasound guidance
» Laparoscopic guidance




Efficiency and pregnancy outcome of serial

intrauterine device—guided hysteroscopic adhesiolysis
of intrauterine synechiae

Prospective, randomized trial to highlight the efficiency of
Lippes loop guidance during hysteroscopic adhesiolysis for
severe adhesions.

71 subfertile patients with severe intrauterine adhesions.

Patients were randomized into 2 groups;
Group 1: H/S plus IUD, E,P
2nd look 1 week later.
3rd look H/S 2 months later (n=36)
Group 2: H/S plus IUD, E,P

2nd look 2 months later (n=35)

Pabuccu et al., Fertil Steril 2008




Efficiency and pregnancy outcome of serial
intrauterine device—guided hysteroscopic adhesiolysis
of intrauterine synechiae

An IUD-guided therapeutic approach simplifies
hysteroscopic adhesiolysis for severe intrauterine
adhesions. The Lippes loop IUD probably enlarges the
cavity and creates bits of endometrium, which
simplifies the procedure for adhesiolysis.

Adhesion formation results.

Group 1 (n = 36) Group 2 (n = 35)
One wk after Two mo after Two mo after
Result hysteroscopy hysteroscopy hysteroscopy
None 5(13.5) 33 (89.1)° 6(17.1)
Filmy 12 (32.4) 1(2.7)° 11 (31.3)
Mild 15 (40.5) 1(2.7)° 13 (37.0)
Severe 4 (10.8) 1(2.7) 5(14.2)

Note: Data are n (%).
# P< .05, statistically significant.
B P .01, statistically significant.

Pabuccu et al., Fertil Steril 2008

socn, JUD-guided adhesiol veis. Fe il Sterid 2008
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Prevention of recurrence

Barrier Methods (Sepra film, )

Mechanical Methods (IUD, Lippes loop, Folley
balloon, Adhesion balloon)

Hormonal agents (estrogen, progestin, GnRH
analogues, danazol)

Pharmacological agents (antibiotics, NSAIDs, Ca
antagonists, antithistaminics)

Second / Third look hysteroscopic

adhesiolysis are effective in both therapeutic and for
prevention of recurrence.




> Adhesion Balloon

> Triangle shaped balloon inflated with 10 ml
- Hard to apply from a narrow cervix
- Broad spectrum Antibiotics

M.March , Management of Asherman’s Syndrome RBM Online, 2011

» Some studies reported that the
; application of a8 — 10 F Foley
catheter into the uterine cavity with an
inflated balloon for 3-10 days after

adhesiolysis may prevent recurrence.

Orhue AA et al. Int J Gynaecol Obstet 2003
Amer MI et al. MEFS J 2005




Barrier Methods
Auto-cross linked hyaluronic acid (ACP) gel

Hyaluronic acid is a component of extracellular matrix
and efficient in prevention of recurrent adhesions!

De Guida M et al, Hum Reprod 2004
Mettler et al, Minimally Invasive Therapy, 2013

90 patients (32 pts received ACP, 58 pts did not receive ACP)
The mean ASRM score after surgery was equivalent in the two

groups.

Did not prevent recurrence of IlUAs

Thubert T et al. Eur J Obstet Gynecol Reprod Biol. 2015

—

Hyalobae '



Anti-adhesion barrier gels following operative hysteroscopy
for treating female infertility: a systematic review
and meta-analysis

Jan Bosreeh - Stewven Wevers - Ben ' W, J, Mol -
Thomas D"Hooghe

» ACP gel prevents denovo formation of
adhesions in hysteroscopic surgery

» No change in live birth rates

Bosteels J et al. Gynecol Surg, 2014




SUMMARY:

» It is reasonable to offer expectant management as an alternative to
intervention in selected women with IUAs. (Level C)

» There is no evidence to support the use of blind cervical probing.
(Level C)

» There is no evidence to support the use of blind dilation and
curettage. (Level C)

» Hysteroscopic guidance is the treatment of choice for symptomatic
IUAs. (Level C)

» Direct visualization of the uterine cavity at hysteroscopy in
conjunction with a tool for adhesiolysis is the treatment of choice for
I[UAs. (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)




Barriers such as hyaluronic acid and auto-cross-linked
hyaluronic acid gel seem to reduce the risk of adhesion
recurrence and may be of benefit after treatment of IUAs. At
this time, their effect on posttreatment pregnancy rates is
unknown, and they should not be used outside of rigorous
research protocols. (Grade A)

Postoperative hormone treatment using estrogen, with or
without a progestin, may reduce recurrence of I[UAs. (Grade B)

Medications to improve vascular flow to the endometrium
should not be used outside of rigorous research protocols.
(Grade C)

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












» Tomorrow, we will celebrate the 96th
year of the opening of Turkish
Parliament...
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The Turkish nation will always
be grateful for what you have
presented to us and we all
promise to keep it to our last




