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Endoscopic treatment of intrauterine adhesions 
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沪 Clinic of Obstetrics and Gynaecology, University "La Sapienza", Rome (Italy)

Summary 
Purpose of investigation: The authors investigated the validity of hysteroscopy as a diagnostic and operative technique in cases 

of intrauterine adhesions. 
Methods: 6,680 hysteroscopies were carried out between June 1987 and December 2000 with 201 patients presenting intraute

rine adhesions. Only 75 patients underwent resection of the adhesions by hysteroscopy with 94.6% of functional restoration and 
93.3% of anatomic resolution. 

Results: At 2-month follow-up the uterine cavity was completely regular in 70 cases, while in four cases a second surgical treat
ment was necessary. 

Conclusion: Good anatomic results are obtained after hysteroscopic treatment of intrauterine adhesions, and pregnancy rates vary 
from 28.7 to 53.6%. 
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Introduction 
The first case of intrauterine adhesions following post

partum curettage was described in 1894 by Fritsch [1] in 
a 24-years-old patient who presented with secondary 
amenorrhea. In 1948 Asherman [2] finally reported on 
and defined "amenorrhea traumatica" as an amenorrhea 
due to intrauterine adhesions following a traumatic curet
tage, and a couple of years later also included in this 
pathologic entity the partial occlusion of the uterine 
cavity secondary to adhesions. Symptomatology varies 
according to the degree of uterine cavity occlusion and 
severity of the adhesions [2-5]. Many cases are asympto
matic and are diagnosed occasionally during hystero
graphy or hysteroscopy, and are generally represented by 
mild intrauterine adhesions. According to the extent and 
site and the degree of fibrosis of these adhesions we can 
find three types of symptoms: 

—menstrual disorders (such as hypomenorrhea, ame-
norrhea); 

- infertility;
—obstetrical pathologies.
Usually amenorrhea appears in patients with isthmic

adhesions with consequent hematometra, while hypome
no�hea. is secon?ary to a _re_?u��d endom�trial s_urface
such as in a marginal type. Infertility secondary to intrau
terine adhesions is easy to explain in cases of complete 
stenosis of the isthmus or of the uterine cavity. 

In cases of partial adhesions the factor responsible for 
sterility is an inadequate implantation in the endome
trium. In these cases vascular alterations play an impor
tant role in the development of endometrium and in the 
consequent implantation. 
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Materials and Methods 
From June 1987 through December 2000, 201 cases of 

intrauterine adhesions were found out of 6,680 office hystero
scopies performed at the Service of Hysteroscopy, Department 
of Obstetrics and Gynecology "La Sapienza" University of 
Rome. 

Patient age ranged from 24 to 40 years. The main complaints 
were hypomenorrhea, amenorrhea, repeated and habitual abor
tion and secondary sterility. In a few cases intrauterine adhe
sions were diagnosed during hysteroscopy performed for other 
indications. 

Diagnostic hysteroscopy was performed as an outpatient 
service with a Hamou microhysteroscope (4 mm diameter, 25 
cm length). Dilatation of the uterine cavity was obtained by 
insufflating CO2 at a mean pressure of 40 mmHg. 

We selected 75 patients with a previous history of abortion, 
aged between 20 and 40 years. They all underwent endoscopic 
treatment by different means according to the degree of seve
rity. 

In 30 cases with minimal adhesions as well as in four cases 
with a moderate type, an atraumatic lysis with the point of the 
hysteroscope was enough, with no need for anesthesia or hospi
talization. 

In 18 patients the treatment was performed as an outpatient 
service without anesthesia, using a 5 mm K. Storz hysteroscope 
with semirigid scissors and with saline solution as the disten
ding medium. 

In the remaining 23 cases hospitalization was requested 
because of the need of general anesthesia. Ten of these patients 
were treated with an office-hysteroscope without dilatation of 
the cervix, using sorbitol-mannitol as the distending medium. In 
the other 13 patients the treatment was performed with a 9,5 
mm hysteroscopic resectoscope (K. Storz), using a hysterosco
pic monopolar knife after prudent dilatation of the cervix up to 
10 mm by Hegar's dilator. 

Results 
We selected 75 patients who had a history of abortions. 

Anatomic resolution was achieved in 71 cases while in 






