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ABSTRACT 

 

 
ARTICLE DETAILS 

 
Asherman's Syndrome, also known as intrauterine adhesions or synechiae, is a rare but clinically 

significant condition characterized by the formation of fibrous tissue within the uterine cavity, resulting 

in adhesions and obliteration of the endometrial cavity. This condition often leads to a spectrum of 

menstrual disturbances, infertility, and recurrent pregnancy loss. The purpose of this comprehensive 

review article is to elucidate the multifaceted aspects of Asherman's Syndrome, encompassing its 

pathophysiological mechanisms, diagnostic challenges, and various treatment modalities. A thorough 

understanding of this syndrome is crucial for healthcare providers to offer optimal care and management 

options to affected patients, ultimately improving their reproductive outcomes and quality of life. 
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INTRODUCTION 

Asherman's Syndrome, initially described by Sir Joseph 

Asherman in 1948, represents a perplexing and relatively rare 

gynecological disorder that has gained increasing recognition 

in recent years due to its profound impact on women's 

reproductive health. This condition, also referred to as 

intrauterine adhesions or synechiae, is characterized by the 

presence of fibrous tissue bands that form within the uterine 

cavity, leading to adhesions and partial or complete 

obliteration of the endometrial lining. Asherman's Syndrome 

often manifests with a diverse array of clinical symptoms, 

including menstrual abnormalities such as amenorrhea, 

hypomenorrhea, and pelvic pain, but its most devastating 

consequence is infertility and recurrent pregnancy loss.1 

The pathophysiology of Asherman's Syndrome involves a 

cascade of events, beginning with uterine trauma, most 

commonly associated with dilation and curettage (D&C) 

procedures following miscarriage, elective abortion, or 

postpartum complications. The subsequent formation of 

adhesions within the uterine cavity disrupts the normal 

menstrual cycle, hinders embryo implantation, and increases 

the risk of pregnancy complications. Despite its clinical 

significance, Asherman's Syndrome often remains 

underdiagnosed or misdiagnosed, underscoring the 

importance of increased awareness and a more nuanced 

understanding of this condition.1,2 

This comprehensive review aims to provide an in-depth 

exploration of Asherman's Syndrome, shedding light on its 

intricate pathophysiological mechanisms, discussing the 

challenges in accurate diagnosis, and presenting the evolving 

landscape of treatment strategies. By unraveling the 

complexities of this condition, we hope to equip healthcare 

providers with the knowledge and tools necessary to deliver 

timely and effective interventions, ultimately improving the 

reproductive outcomes and overall well-being of women 

afflicted by Asherman's Syndrome.2,3 

Epidemiology of Asherman's Syndrome 

Asherman's Syndrome, also known as intrauterine adhesions 

or synechiae, is a relatively rare yet clinically significant 

gynecological condition that warrants detailed 

epidemiological scrutiny. This enigmatic disorder is 

characterized by the development of fibrous intrauterine 

adhesions, which can lead to partial or complete obliteration 

of the uterine cavity, resulting in a myriad of menstrual 

disturbances, infertility, and recurrent pregnancy loss.2,3 

The precise incidence and prevalence of Asherman's 

Syndrome remain challenging to ascertain, primarily due to 

the paucity of large-scale, population-based studies. 

Nevertheless, insights gleaned from existing literature and 
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clinical observations offer a glimpse into its epidemiological 

landscape.2,3 

 

INCIDENCE 

Asherman's Syndrome is most commonly encountered in 

reproductive-age women who have undergone uterine 

surgery or experienced obstetric events associated with 

uterine trauma. The incidence of Asherman's Syndrome is 

notably elevated in individuals with a history of dilation and 

curettage (D&C) procedures following spontaneous or 

elective abortion, miscarriage, or management of postpartum 

complications. Other uterine interventions, such as 

hysteroscopic surgeries, myomectomy, or treatment of 

uterine fibroids, may also predispose individuals to 

intrauterine adhesions. The incidence varies widely across 

different clinical settings, ranging from approximately 2% to 

30%, depending on the patient population and the specific 

risk factors present.2,3 

 

PREVALENCE 

Estimating the true prevalence of Asherman's Syndrome is 

challenging, as many cases may go undiagnosed or 

underreported. Prevalence rates also depend on the 

population under investigation, with higher prevalence 

observed in cohorts of women with a history of recurrent 

pregnancy loss or infertility. Clinical manifestations of 

Asherman's Syndrome can range from mild to severe, 

contributing to the variability in reported prevalence. It is 

essential to note that the prevalence of Asherman's Syndrome 

may be influenced by geographic, ethnic, and socioeconomic 

factors, and thus, epidemiological data should be interpreted 

within the context of the specific population studied.3,4 

Age and Reproductive Implications: 

Asherman's Syndrome predominantly affects women of 

reproductive age, with the most significant clinical 

consequences manifesting in those seeking to conceive. The 

condition's impact on fertility is substantial, often resulting in 

reduced chances of successful conception and an increased 

risk of adverse pregnancy outcomes, including ectopic 

pregnancies and recurrent miscarriages. Early detection and 

management are critical for optimizing reproductive 

outcomes in affected individuals.4,5 

Asherman's Syndrome represents a complex and 

underexplored area in reproductive medicine. While 

definitive epidemiological data remain somewhat elusive, it 

is evident that this condition poses a substantial burden on 

women's reproductive health, particularly in those with a 

history of uterine surgeries or obstetric events associated with 

uterine trauma. A comprehensive understanding of the 

epidemiology of Asherman's Syndrome is essential for 

healthcare providers to identify at-risk populations, facilitate 

timely diagnosis, and implement appropriate management 

strategies, ultimately improving the reproductive prospects 

and overall well-being of affected individuals. Further 

research and collaborative efforts are warranted to enhance 

our knowledge of this condition's epidemiological nuances 

and inform evidence-based clinical practice.4,5 

 

CLINICAL MANIFESTATIONS  

Asherman's Syndrome, also known as intrauterine adhesions 

or synechiae, is a complex gynecological disorder 

characterized by the formation of fibrous tissue within the 

uterine cavity. This fibrous tissue, often referred to as 

adhesions or synechiae, leads to a spectrum of clinical 

manifestations, ranging from subtle menstrual disturbances to 

severe reproductive dysfunction. Understanding the diverse 

clinical presentations of Asherman's Syndrome is paramount 

for early recognition, accurate diagnosis, and tailored 

management.5,6 

 

MENSTRUAL ABNORMALITIES: 

Amenorrhea: In its most severe form, Asherman's Syndrome 

can result in the complete obliteration of the endometrial 

cavity, leading to the absence of menstrual periods 

(amenorrhea). This is often the hallmark presentation in 

advanced cases.6 

Hypomenorrhea: Partial adhesions or synechiae can cause 

narrowing or obstruction of the uterine cavity, leading to 

scanty and light menstrual flow (hypomenorrhea). Menstrual 

periods may become significantly shorter and less profuse.6 

Oligomenorrhea: Some individuals with Asherman's 

Syndrome experience infrequent and irregular menstrual 

cycles (oligomenorrhea) due to the disruption of the normal 

endometrial shedding process.6 

 

PELVIC PAIN 

Dysmenorrhea: Women with Asherman's Syndrome may 

experience painful menstrual periods (dysmenorrhea) as a 

result of the obstructed uterine cavity and impaired menstrual 

flow.7 

Chronic Pelvic Pain: In cases where adhesions or synechiae 

lead to chronic inflammation or distortion of the uterine 

structure, individuals may present with chronic pelvic pain 

unrelated to menstruation.7 

 

INFERTILITY 

Perhaps one of the most devastating consequences of 

Asherman's Syndrome is infertility. The presence of 

intrauterine adhesions can impair the ability of the uterine 

cavity to support embryo implantation, resulting in recurrent 

failed attempts at conception. Infertility may be the primary 

reason individuals seek medical evaluation and ultimately 

discover their condition.8 

 

RECURRENT PREGNANCY LOSS 

Asherman's Syndrome is associated with an increased risk of 

recurrent pregnancy loss, which can be attributed to 

inadequate endometrial development, compromised uterine 

receptivity, and an increased likelihood of implantation in the 
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wrong location, such as the fallopian tubes (ectopic 

pregnancy).8 

 

OBSTETRIC COMPLICATIONS 

Even in cases where pregnancy is achieved, Asherman's 

Syndrome can lead to a host of obstetric complications, 

including preterm birth, placental abnormalities, and an 

increased risk of cesarean section.8 

 

GYNECOLOGICAL PROCEDURES AND FERTILITY 

TREATMENTS 

Women who have undergone uterine surgeries, such as 

dilation and curettage (D&C), hysteroscopic procedures, or 

myomectomy, may develop Asherman's Syndrome as a 

sequelae. Additionally, individuals undergoing fertility 

treatments, such as in vitro fertilization (IVF), may 

experience treatment failure or suboptimal outcomes due to 

the presence of undiagnosed intrauterine adhesions.8 

Asherman's Syndrome exhibits a broad spectrum of clinical 

manifestations, ranging from subtle menstrual abnormalities 

to profound reproductive challenges. Timely recognition of 

these clinical signs and symptoms, combined with 

appropriate diagnostic evaluation, is pivotal for delivering 

optimal care to affected individuals. A comprehensive 

understanding of the clinical spectrum of Asherman's 

Syndrome is indispensable for healthcare providers, 

facilitating early intervention, and improving the overall 

reproductive outcomes and quality of life for those grappling 

with this condition.9 

 

DIAGNOSIS OF ASHERMAN'S SYNDROME 

The diagnosis of Asherman's Syndrome, also known as 

intrauterine adhesions or synechiae, requires a 

comprehensive approach, combining clinical evaluation, 

imaging studies, and specialized diagnostic procedures. 

Given the subtle and variable nature of its clinical 

presentation, a high index of suspicion is often necessary to 

uncover this gynecological condition accurately. 10 

 

CLINICAL ASSESSMENT 

Clinical evaluation serves as the initial step in diagnosing 

Asherman's Syndrome. Physicians should gather a detailed 

medical history, paying particular attention to any uterine 

surgeries, obstetric events, or gynecological procedures that 

the patient may have undergone. Menstrual history, including 

changes in menstrual flow and the presence of dysmenorrhea, 

should be thoroughly documented. Additionally, a history of 

infertility, recurrent pregnancy loss, or obstetric 

complications can be suggestive of the condition.10 

 

TRANSVAGINAL ULTRASOUND 

Transvaginal ultrasound is a valuable tool in the evaluation of 

Asherman's Syndrome. While it may not definitively 

diagnose the condition, it can provide preliminary 

information regarding uterine morphology and the presence 

of intrauterine abnormalities. The ultrasound may reveal a 

thin endometrial lining, irregular uterine contour, or the 

presence of echogenic areas within the uterine cavity, all of 

which can raise suspicion for Asherman's Syndrome.10 

 

HYSTEROSALPINGOGRAPHY (HSG) 

Hysterosalpingography is a specialized radiological 

procedure that involves the injection of contrast medium into 

the uterine cavity. It is particularly useful in identifying 

intrauterine adhesions. In Asherman's Syndrome, an HSG 

may reveal characteristic findings such as complete or partial 

obliteration of the uterine cavity, filling defects, or a "tram-

track" appearance caused by adhesions. HSG can provide 

essential diagnostic information while also serving as a 

therapeutic intervention by potentially breaking adhesions 

during the procedure.10 

 

HYSTEROSCOPY 

Hysteroscopy is considered the gold standard for the 

diagnosis of Asherman's Syndrome. This minimally invasive 

procedure involves the insertion of a thin, flexible scope 

(hysteroscope) through the cervix into the uterine cavity, 

allowing direct visualization of the endometrium and any 

adhesions present. Hysteroscopy not only confirms the 

diagnosis but also enables the assessment of adhesion 

severity, location, and extent. It provides a means for 

concurrent treatment by performing adhesiolysis, wherein 

adhesions are surgically separated or removed.10 

 

SONOHYSTEROGRAPHY 

Sonohysterography is another imaging modality that can aid 

in the diagnosis of Asherman's Syndrome. It involves the 

instillation of sterile saline solution into the uterine cavity, 

followed by transvaginal ultrasound. This procedure 

enhances the visualization of the uterine cavity, helping to 

identify intrauterine abnormalities, including adhesions. 10 

 

LABORATORY INVESTIGATIONS 

Laboratory tests are not specific for Asherman's Syndrome 

but may be conducted to rule out other potential causes of 

menstrual disturbances or infertility. These tests may include 

hormonal assessments, thyroid function tests, and 

coagulation profiles.11 

Diagnosing Asherman's Syndrome necessitates a 

multifaceted approach that integrates clinical evaluation, 

imaging studies, and specialized diagnostic procedures. 

Hysteroscopy remains the cornerstone for definitive 

diagnosis, providing both visualization and therapeutic 

potential. Early and accurate diagnosis is vital to initiating 

appropriate management strategies and improving the 

reproductive prospects and overall well-being of individuals 

afflicted by this challenging gynecological condition. 11 

Treatment Strategies for Asherman's Syndrome 

Asherman's Syndrome, characterized by intrauterine 

adhesions or synechiae, poses intricate therapeutic challenges 
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due to its variable severity and complex etiology. The choice 

of treatment modalities depends on factors such as the extent 

and location of adhesions, the patient's reproductive goals, 

and underlying causative factors. A multidisciplinary 

approach, involving gynecologists, reproductive 

endocrinologists, and interventional radiologists, is often 

necessary to tailor treatment to each individual's unique 

circumstances. 11 

 

HYSTEROSCOPIC ADHESIOLYSIS 

Hysteroscopic adhesiolysis stands as the primary therapeutic 

intervention for Asherman's Syndrome. It involves the use of 

a hysteroscope, through which adhesions are meticulously 

dissected, lysed, or excised, restoring the normal uterine 

cavity. The procedure allows for real-time visualization, 

ensuring precision in adhesion removal. It is typically 

performed under general anesthesia or conscious sedation. 

The extent and complexity of adhesions dictate the duration 

and complexity of the procedure. 12 

  

ADHESION BARRIER AGENTS 

To prevent the reformation of adhesions following 

hysteroscopic adhesiolysis, adhesion barrier agents such as 

hyaluronic acid gel or autocrosslinked hyaluronic acid gel can 

be introduced into the uterine cavity. These agents act as a 

physical barrier, reducing the risk of adhesion recurrence by 

separating the uterine walls during the postoperative healing 

period. 12 

 

ESTROGEN THERAPY 

Estrogen therapy, often administered after adhesiolysis, is 

utilized to promote endometrial regeneration and healing. 

Oral, transdermal, or intravaginal estrogen supplementation 

is commonly prescribed to stimulate the growth of a 

functional endometrial layer. 12 

 

INTRAUTERINE DEVICES (IUDS) 

In some cases, intrauterine devices (IUDs) coated with copper 

or levonorgestrel may be employed to prevent recurrent 

adhesions and maintain uterine cavity integrity. IUDs can 

serve as both a contraceptive method and a therapeutic 

strategy to minimize the risk of adhesion recurrence. 12 

 

SERIAL HYSTEROSCOPY AND MONITORING 

Patients with severe Asherman's Syndrome may require 

multiple hysteroscopic procedures, performed at intervals, to 

address residual adhesions and monitor the progression of 

uterine healing. Serial hysteroscopy allows for a proactive 

approach in managing adhesion recurrence and ensuring 

optimal uterine function. 12 

 

HORMONE THERAPY 

In some instances, hormonal therapies may be prescribed to 

support endometrial growth and prevent reformation of 

adhesions. Hormones like estrogen and progesterone are used 

in a controlled manner to promote a healthy uterine 

environment. 12 

 

REPRODUCTIVE ASSISTED TECHNOLOGIES 

For individuals struggling with infertility secondary to 

Asherman's Syndrome, reproductive assisted technologies 

such as in vitro fertilization (IVF) or embryo transfer are 

often considered. These techniques allow for bypassing the 

uterine cavity, thus mitigating the impact of intrauterine 

adhesions on pregnancy outcomes. 13 

 

COLLABORATION WITH SPECIALISTS 

Interdisciplinary collaboration is crucial in the management 

of Asherman's Syndrome. Patients may require input from 

reproductive endocrinologists, hematologists (for 

coagulation disorders), or interventional radiologists (for 

complex adhesions) to optimize care. 13 

The treatment of Asherman's Syndrome necessitates a 

tailored approach, considering the individual patient's clinical 

presentation, reproductive goals, and the extent of 

intrauterine adhesions. Early diagnosis and prompt 

intervention are pivotal in achieving optimal therapeutic 

outcomes and enhancing the reproductive prospects and 

overall well-being of individuals grappling with this 

challenging gynecological condition. Thorough preoperative 

evaluation, meticulous adhesiolysis, and postoperative 

monitoring are essential components of comprehensive 

management strategies. 14 

 

CONCLUSION 

In the realm of gynecological disorders, Asherman's 

Syndrome, also known as intrauterine adhesions or 

synechiae, stands as a formidable and multifaceted challenge. 

This intricate condition, characterized by the formation of 

fibrous tissue within the uterine cavity, has a profound impact 

on the reproductive health and overall quality of life of 

affected individuals. Our journey through the exploration of 

Asherman's Syndrome has revealed a compelling narrative of 

pathophysiological intricacies, diagnostic intricacies, and 

evolving therapeutic paradigms. 

At its core, Asherman's Syndrome emerges as a clinical entity 

intricately woven into the tapestry of uterine trauma. Uterine 

surgeries, obstetric events, and gynecological procedures 

leave their indelible mark, giving rise to adhesions that can 

lead to a cascade of clinical manifestations. These 

manifestations, ranging from menstrual disturbances to 

infertility and recurrent pregnancy loss, underscore the 

imperative of early recognition and accurate diagnosis. 

The diagnostic landscape of Asherman's Syndrome demands 

a judicious blend of clinical acumen and advanced imaging 

techniques. Transvaginal ultrasound, hysterosalpingography 

(HSG), sonohysterography, and hysteroscopy each play 

pivotal roles in elucidating the extent and nature of 

intrauterine adhesions. These diagnostic tools, combined with 

a meticulous patient history, empower healthcare providers to 
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embark on a diagnostic journey that is as precise as it is 

comprehensive. 

Crucially, the therapeutic armamentarium for Asherman's 

Syndrome is characterized by the prowess of hysteroscopic 

adhesiolysis, a procedure that embodies both diagnosis and 

intervention. This minimally invasive approach, guided by 

precision and finesse, seeks to restore the uterine cavity to its 

normal state, fostering a renewed hope for fertility and 

reproductive success. Adhesion barrier agents, estrogen 

therapy, intrauterine devices, and other adjuvant treatments 

complement the therapeutic landscape, ushering in a holistic 

approach to care. 

As we navigate the intricate web of Asherman's Syndrome, 

the collaborative efforts of a diverse cadre of medical 

specialists come to the fore. Reproductive endocrinologists, 

interventional radiologists, hematologists, and other 

healthcare providers converge to provide patients with a 

comprehensive and individualized treatment plan. This 

interdisciplinary synergy underscores the dynamic nature of 

managing this complex condition. 

In conclusion, Asherman's Syndrome, with its diverse clinical 

presentations and intricate pathophysiology, challenges the 

medical community to deliver not only accurate diagnosis but 

also tailored and effective therapeutic solutions. Early 

recognition, prompt intervention, and a commitment to 

postoperative monitoring pave the path toward improved 

reproductive outcomes and enhanced quality of life for 

individuals grappling with this challenging gynecological 

condition. 

While Asherman's Syndrome may continue to present clinical 

conundrums and complexities, our journey through its 

intricacies reminds us of the indomitable spirit of medical 

inquiry and the unwavering commitment to bettering the lives 

of those affected. As research continues to expand our 

understanding and refine our approach, we remain steadfast 

in our pursuit of improved care and brighter prospects for 

individuals facing the enigma of Asherman's Syndrome. 
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