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ABSTRACT

Background:
Asherman’s syndrome is an important gynaecological condition due to its association with

secondary amenorrhoea and infertility.

Obijective:

This study was to evaluate the clinical presentation, risk factors, mode of presentation,
treatment modality and outcome at the University of Port Harcourt Teaching Hospital
(UPTH).

Methodology:

This was 5-year review of case files of patients with Asherman’s syndrome managed at the
UPTH. Relevant information was extracted from the case files and analysed with SPSS
version 22 software package. Treatment outcome between modes of treatment were compared

using Chi square test and P value < 0.05 was regarded as significant.

Results:

The prevalence of Asherman’s syndrome was 6.62%. The age range of patients was 20-42
years. Most of the risk factors for Asherman’s syndrome were pregnancy related in 66.1% of
cases with unsafe abortion accounting for 41.9%. Infertility and hypomenorrhoea were the

commonest modes of presentation. Blind adhesiolysis and insertion of Foley catheter was the
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most frequent mode of treatment and there was no documented treatment with
hysteroscopically directed adhesiolysis. Correction of menses was achieved in 45.2% while
the overall pregnancy rate following treatment was 33.1%. Treatment outcome was
significantly better with Foley catheter than Intrauterine device (P=0.0000)

Conclusion:
Discouraging the practice of preventing unwanted pregnancies through unsafe abortion may
reduce the prevalence of Asherman’s syndrome amongst the studied population. There is

need to build capacity for the use of hysteroscopically directed adhesiolysis as this may yield

better results.

Key words. Asherman’s syndrome, risk factors, treatment outcome, Port Harcourt.

Introduction

Asherman’s syndrome, also known as
amenorrhoea traumatica or  Uterine
synechiae or Intrauterine adhesions (IUA),
is a condition in which adhesions within
the uterine cavity prevent normal growth
of the endometrium.: It is an important
gynaecological condition due to its
association with secondary amenorrhoea
and infertility. It results from over-
vigorous endometrial curettage affecting
the basal layer of the endometrium or
adhesion that may follow an episode of
endometritis. > Asherman published
reports of 29 patients with TUA who
presented with amenorrhoea and cervical
stenosis in 1948 and in 1950 established
the diagnosis of IUA using hysterography
56 years after the first case of IUA was
reported by Fritsch in 1894.:s The exact
pathophysiologic origin of IUA remains

unclear. However, pregnancy remains the
most  frequently  mentioned  event
preceding the development of Asherman’s
syndrome and it may follow vaginal
delivery, caesarean section, post-abortal
curettage, puerperal curettage, diagnostic
curettage, diethylstilboestrol  exposure,
abnormal placentation, endometrial
ablation and infection.«» The lesions range
from minor to severe adhesions that may
affect menstrual function and fertility. The
majority of the patients with ITUAs present
usually with hypomenorrhea or secondary
amenorrhoea.= Others may have relatively
normal menses and in which case a high
index of suspicion is needed to make
diagnosis while some were detected as
incidental findings on
hysterosalpingogram performed for the
evaluation of indertility.= Hysteroscopy is
the mainstay of diagnosis, classification,

and treatment of IUA.< However,
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hysterosalpingography (HSG) remains the
most common method of diagnosis. =
Most of the cases at the University of Port
Harcourt Teaching Hospital (UPTH) are
diagnosed with HSG. Other methods of
diagnosis include progesterone
withdrawal/challenge test, hysteroscopy,
saline infusion sonography,
three-dimensional ultrasound scanning and
magnetic resonance imaging.=+ There are
many classification systems for IUAs but
the grading system of the American
Society for Reproductive Medicine
(ASRM) has been the most popular.»
ASRM grading system is an objective
scoring which takes into account the extent
of cavity involvement, type of adhesions
and menstrual pattern and can be applied
to cases diagnosed hysteroscopically or by
HSG which implies that this scoring
system can be useful in low resource
setting like the study centre. Blind
adhesiolysis was widely used for treatment
before the widespread use of hysteroscopy.
Insertion of Foley catheter for 7-10 days
after adhesiolysis to act as a physical
intrauterine barrier was found to be
superior to the use of intrauterine device in
terms of fewer complications and risk of
recurrence. :==Postoperative treatments
with oestrogen therapy to aid in the
regeneration of the damaged endometrium
has been advocated by various authors.

This study was undertaken to assess the

prevalence of Asherman’s syndrome,
mode of presentation and outcome of
treatment at UPTH and to make

recommendations.

MATERIALS AND METHODS

This was a retrospective study of cases of
Asherman’s syndrome managed at the
UPTH over a 5-year period; from January
1, 2012 to December 31, 2016. Permission
was obtained from the Heads of the
Department of Obstetrics and gynaecology
and Medical records for the use of hospital
records for this research. The theatre
records of all cases of uterine synaechiae
treated within the study period were
compiled, and the case notes retrieved
from the medical records department and
relevant data for the study were extracted
and entered into a structured proforma.
The information obtained included the
biosocial data, parity, clinical presentation,
menstrual pattern, reproductive
performance, predisposing factors,
diagnostic modality, treatment modality
and treatment outcome. Following clinical
evaluation including transvaginal
ultrasound scan and hysterosalpingogram
and diagnosis of IUA an informed consent
was obtained for definitive treatment.
Treatment  usually  involves  blind
adhesiolysis, with intrauterine insertion of

Paediatric (size 6-10) Foley’s catheter for
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7-10 days or insertion of Intrauterine
device (IUD) for 3 months. Following the
procedure, the patients were usually
administered combined
oestrogen/progesterone therapy or
sequential oestrogen and progesterone
therapy for about 2-3 months. Patients
were followed-up regularly to ascertain the
efficacy of the treatment offered. The data
were analysed using Statistical Package for
Social Science (SPSS), version 21.0. The
results were presented by simple frequency
tables, bar chart, and Chi-square test was
used to compare mode of treatment and
treatment outcome and p value < 0.05 was

regarded as significant.

RESULTS

There  were 1,948

operations during the period under review

gynaecological

of which 129 were for uterine synaechiae
giving a prevalence rate of 6.62% of all
gynaecological surgeries. One hundred and
twenty-four (96.1%) of the folders
retrieved had complete information for
analysis. The age of the patients ranged
between 20 and 42 vyears, with most
(58.1%) in their third decade. The majority
(91.1%) of the patients were married while
2 (1.6%) were divorced. Twelve patients
(9.7%) were nulliparous while seventy-six
(61.3%) patients had more than one
delivery. Most of the patients (61.3%) had

secondary school education while 16.1%
(20) had tertiary level of education. Table
1 shows the  socio-demographic
characteristics of the patients.

The risk factors associated  with
Asherman’s syndrome are shown in Table
2. The commonest risk factors were
pregnancy-related, accounting for 66.1%
(82) of which 41.9% (52) were related to
dilatation and curettage (D&C) for
abortion, 13.7% (17) were due to puerperal
infection while 10.5% (13) followed
caesarean section. In four (3.2%) cases no
known risk factor was identified.

Table 3 shows the clinical presentations of
Asherman’s syndrome. Infertility and
hypomenorrhea were the commonest mode
of presentations in 57.3% (71) and 30.6%
(38) of cases respectively. Adhesiolysis
and Foley’s catheter insertion with
oestrogen-progesterone therapy was the
most frequent treatment modality in 64.5%
(80) of the patients while 35.5% (44) had
IUD insertion.

Correction of menstrual abnormality was
achieved in 45.2% (24) of the 53 patients
with menstrual abnormalities, overall
pregnancy rate following treatment was
33.1% (41), 19.4% (24) had no change
from the treatment while in 2.4% (3) of the
patients had worsening of symptoms.
These are presented in figure 1.

Among the 53 patients who had menstrual
abnormality 24 (57.1%) of 42 patients who
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were treated with Foley’s catheter had
their menstrual abnormality corrected
while none of the 11 patients with
menstrual abnormalities treated with 1UD
had their menstrual abnormality corrected
and the statistically
significant (P=0.0004). Twenty-four (30

difference was

%) of the women who had adhesiolysis
and Foley catheter achieved pregnancy
while 17 (38.6%) of those who had IUD
achieved pregnancy and the difference was
not statistically significant (P= 0.328).
Table 4 shows treatment modality and

outcome

Table 1: Socio-demographic Characteristics of Patients

Frequency (N=124) Percentage

Age (years)

20-24 5 4.0
25-29 23 18.5
30-34 48 38.7
35-39 24 19.4
>40 24 19.4
Marital Status

Married 113 91.1
Single 9 7.3
Divorced 2 1.6
Parity

0 12 9.7
1 36 29.0
2-4 72 58.1
>5 4 3.2
Education

None 4 3.2
Primary 24 19.4
Secondary 76 61.3

Tertiary 20 16.1
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Table 2: Risk Factors Associated with Asherman’s Syndrome

Frequency (N=124) Percentage

Caesarean Section 13 10.5
Puerperal Infection 17 13.7
D/C for Abortion 52 41.9
Myomectomy 4 3.2

PID 18 14.5
D/C for Infertility 16 12.9
Unspecified 4 3.2

PID=Pelvic Inflammatory Disease; D/C=Dilatation and Curettage

Table 3: Presenting Complaints of Patients with Asherman’s Syndrome

Frequency (N=124) Percentage

Secondary Infertility 71 57.3
Hypomenorrhea 38 30.6
Amenorrhea 9 7.3
Oligomenorrhea 6 4.8

56(45.2%

41(33.1%

24(19.4%

3i‘. 2.4% i

Correction of Acheived No change in Worsened
menses pregnancy condition symptom

Figure 1: Treatment outcomes for patients with Asherman’s syndrome

Gazette of Medicine, Vol. 7 No. 1, Dec 2018 — June 2019, ISSN 2315-7801 698



Table 4: Relationship between Treatment Option and Outcome

Treatment Option

12 p-value

Foley’s Catheter((N=80) I1UD (N=44)

Treatment Outcome
Correction of menses 56 (70.0%)
24 (30.0%)
No change in condition 0 (0.0%)

0 (0.0%)

Achieved pregnancy

Worsened symptom

0 (0.0%) 80.531 0.000*
17 (38.6%) 0.96  0.328
24 (54.5%) 54.11  0.000*
3 (6.8%) NA  0.042

IUD=Intra-uterine Device; *=Statistically Significant

DISCUSSION

The study evaluated the incidence, clinical
presentation, treatment modalities and
outcome of patients presenting with
Asherman’s syndrome at the UPTH, Port
Nigeria. The 6.62% of

gynaecological

Harcourt,
surgeries  done  for
Asherman’s syndrome in this study lies
within a reported estimated range of 1.5%
as an incidental finding at HSG and 21.5%
of women with a history of postpartum
uterine curettage.»» The findings on age
distribution among the patients studied is
similar to other studies where majority of
their patients were in their third decade of
life..2= This group of patients may exhibit
better health seeking behaviour than their
counterpart at the extremes of reproductive
age. The most common risk factor
associated with IUAs in this study was
pregnancy-associated,  accounting  for

66.1% and most were from unsafe

abortion. Discouraging the practise of
unsafe abortion may reduce the prevalence
of IUA among the studied population.
Infertility was the commonest mode of
presentation in up to 57.3% and this
finding is at variance with other studies
that reported menstrual irregularity in the
form of hypomenorrhea as the most
common presentation..=  Though blind
adhesiolysis is associated with risk of
uterine perforation and low success rate:»
it was the treatment modality employed in
all of our patients. However, there was no
recorded incidence of uterine perforation
in this study, though the pregnancy
outcome was lower than the 66.1 %
pregnancy rate and 64.0 % live birth rate
reported by Xiao et al following the use of
hysteroscopic adhesiolysis thus buttressing
the  superiority  of  hysteroscopic
adhesiolysis over blind adhesiolysis.» The
lower pregnancy rate may thus be

attributed to the unavailability of the
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hysteroscope which is regarded as the gold
standard for the diagnosis and treatment of
IUAs.= In consonance with this study,
many previous studies reported that the use
of blind adhesiolysis and Foley’s catheter
insertion together with postoperative use
of oestrogen-progesterone therapy yielded
good results.# === Correction of menses
was seen in 45.2% of our patients while
the pregnancy rate was 33.1%. The results
were comparable to that of a previous
study that reported that the group treated
with Foley’s catheter showed conception
rate of 34% and a lower recurrence rate of
I[UAs.=  Other

reported intrauterine pregnancies rates

researchers  similarly

ranging from 22% to 45% and live births
range from 28% to 32%.» Hanstede et al
reported better results including return to
normal menses in 97.8% and restoration
of normal uterine cavity in 95% following
the use of hysteroscopy for both diagnosis
and treatment.” This study revealed that
treatment outcomes in terms of restoration
of menses and pregnancy rates were better
with Foley catheter compared to IUD
similar to the findings by Orhue et al and
Amer et al. == This probably may be due to
the fact that the more severe cases were
treatment with 1UD as it was observed that
most patients with secondary amenorrhoea
were treated with IUD as against those
with hypomenorrhoea and this may have

accounted for the less successful outcome

with IUD. Patients with secondary
amenorrhoea are likely to have more
severe forms of IUA when compared to
those with hypomenorrhoea. In this study
however, the degree of IUA was not
determined before the definitive treatment.
An advantage of Foley catheter over 1UD
is the perception of IUD as a contraceptive
device which may have a negative
psychological effect on patients desiring
pregnancy and this is made worse by the
fact that the IUD is carried for about 3
months while Foley catheter is left in-situ
for less than 2 weeks. Proper counselling
of patients may improve this negative
psychological effect. The use of copper T -
380 rather than the preferred Lippe’s loop
(which was not readily available) an inert
IUD may also account for the less
favourable outcome with IUD.

LIMITATION

The limitation of this study was the fact
that it’s a hospital-based study and
therefore the findings may not be
generalized to the entire population. The
study did not assess the role of
hysteroscopy which is the gold standard
for the diagnosis and treatment of

intrauterine adhesions.
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CONCLUSION

Asherman’s syndrome is relatively
common amongst the studied population
with infertility and hypomenorrhea as the
main presenting complaints. The main risk
factors of IUAs were dilatation and
curettage, PID and puerperal sepsis.

Discouraging unsafe abortion will reduce
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