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Abstract 

To present the experience with intrauterine adhesiolysis under observational 

study of new treatment proposal for severe intrauterine adhesion to prevent 

the formation of adhesion and it is comparison with the review articles. Sixty 

patients for whom operative hysteroscopy were indicated referred to the 

hysteroscopic unit of University-affiliated Xiang ya 3rd hospital, Hunan, china. 

The adhesions were divided hysteroscopically by using scissors or electrode 

needle under direct vision. A second look hysteroscopy was performed after 

one month. Total five operative procedures were performed in 59 cases; one 

patient did not continue her treatment. One was mild adhesion, two were 

moderate adhesions and 56 were normal cavity after final treatment. The 

staging mean score of intrauterine adhesion was evaluated, patients showed a 

significant decrease in severity of adhesion at 1.69% (stage I mild adhesions), 
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and 3.38% (stage II moderate adhesions).At one month follow-up 

hysteroscopic adhesiolysis significantly reduce the development of 

intrauterine adhesions postoperatively and its use is likely to be associated 

with a reduction of severe adhesions. 

 

Key words: Intrauterine adhesion (IUA), bi-channel Foley’s catheter, hyaluronic acid 

(HA) gel, uterine shape of intrauterine device (IUD), operative hysteroscopy. 

 

 

Introduction 

Intrauterine adhesions are bands of scar -link tissue that form between two surfaces 

inside the uterine cavity. Approximately 90% of cases of IUAs are related to post-

partum or post-abortion overzealous dilatation and curettage (Pabuccu et al., 1997). 

Less frequently, IUAs are caused by postabortal (Louros et al., 1968) and puerperal 

sepsis (Polishuk et al., 1975). Furthermore, IUAs represent the major long term 

complication of operative hysteroscopy (Fayez, 1986). Severe intrauterine adhesive 

disease are related to curettage for pregnancy complications, such as missed 

abortion, incomplete abortion, postpartum hemorrhage, or retain placental remnants 

(Schenker, 1996). Intrauterine adhesion occurs after trauma to the basalis layer of 

the endometrial generally after endometrial curettage. Thin bands of tissue stretch 

between surfaces of the uterine cavity, whereas severe disease is characterized by 

complete obliteration of the cavity, with the anterior wall of the uterus densely 

adherent to the posterior wall. In 1993, an incidence of 19% of intrauterine adhesion 

after missed abortion was found by using hysteroscopy (Friedler et al., 1993).The 

incidence of intrauterine adhesion to be 30% after dilatation and curettage for 

incomplete or missed abortion (Romer, 1994). In 1991, an incidence of up to 39% 

among women who underwent dilatation and curettage after induced midtrimester 

abortion (Lurie et al., 1991). This condition we now commonly refer to as Asher man 

syndrome that has been called uterine Artesia, amenorrhea traumatic and 

endometrial sclerosis ((Pabuccu et al., 1997).This condition has also been referred 

http://www.uptodate.com/online/content/abstract.do?topicKey=~YEY3E85wkVD.c5B&refNum=1,2
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to as recurrence severe intrauterine adhesions and intrauterine synecniae (IUS). The 

universal incidence of intrauterine adhesion is steadily increase as any factors 

leading to destruction of the endometrium, the main etiologic factors is trauma to a 

recently pregnant uterus and the incidence is high in developing countries with 

increased therapeutic and illegal abortion and also in areas with high incidence of 

genital tuberculosis. When lysis, adhesions have a tremendous propensity to reform 

(Diamond and Freeman, 2001). Over a time with recurrence rang from day to 

decades after surgery remarked that adhesion reformation occurs post–operatively 

in 55-100% of patients, (Diamond and Freeman, 2001). Genital tuberculosis is a 

cause of intrauterine adhesions, which are often severe with complete obliteration of 

the uterine cavity. The Symptoms associated with clinically significant intrauterine 

adhesions include, infertility, menstrual irregularities (hypomenorrhea, amenorrhea) 

and cyclic pelvic pain. The objective of the study was to demonstrate the efficacy of 

Foleys balloon catheter, HA gel and IUD in the prevention of post-surgical adhesions 

reformation after hysteroscopic surgery. At 1 month follow up of hysteroscopy 

adhesiolysis, a significantly reduces the development of post-surgical intrauterine 

adhesions was observed in comparison with 3 months follow-up of hysteroscopy 

adhesiolysis. 

 

Materials and methods 

Patient’s information 

The study was carried out at the hysteroscopic unit of University-affiliated Xiang ya 

3rd hospital, Hunan, China. From July 2008 to January 2009, the sixty patients 

ranged from 19 years to 40 years (mean 29.3 years) with intrauterine adhesions of 

stage III (According to the American fertility society classification of intrauterine 

adhesions, 1988). All sixty patients were diagnosing hysteroscropically. The 

adhesions divided or transected hysteroscopically by using scissors or electrode 

needle under direct vision. After effective lysis, a Bi-channel 16F Foley’s balloon 

catheter, HA gel and IUD, has been used successfully to prevent the recurrence of 

adhesions. At the same time postoperative hormone treatment was started, 

consisting of oestrogen (estradiol) at a dose of 4 mg/day up to 3 months after 

surgery. Second look hysteroscopy was performed 1 month after the initial 
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hysteroscopy adhesiolysis. While the other operator might use clectrosurgery with 

operative hysteroscopy and using T shape of IUCD and second look hysteroscopy 

was performed 3 months after the initial hysteroscopy adhesiolysis. Present method 

serves as a stander method of reporting to allow for comparison of treatment 

regimens with the review article (Acunzo et al., 2003). 

Pre operative preparation 

Hysteroscopy performed at any favourable time in women. In all patients, 

misoprostol tablets, 0.4mg, were placed in the rectal mucosa 3 hours before 

hysteroscopy to soften the cervix (use of misoprostol was not contraindicated in any 

enroll patients) (Thomas et al., 2002).Preoperatively, complete blood counting, blood 

glucose concentration, bleeding and clotting time and electrocardiography data were 

obtained. All patients were received intravenous prophylactic antibiotic therapy 

(cefoxitin 1 g in 20 ml. of saline solution) (Kongnyuy et al., 2008).  

Surgical procedure 

The study was carried out at the hysteroscopic unit of University-affiliated Xiang ya 

3rd hospital, Hunan, china. From July 2008 to January 2009, total sixty patients with 

intrauterine adhesion (stage III).According to American Fertility Society classification 

of intrauterine adhesions. Cumulative score: stage I (mild) 1–4, stage II (moderate) 

5–8, stage III (severe) 9–12). 

 

Before hysteroscopy, the entire patient underwent vaginal examination to ascertain 

the position and size of the uterus, and a speculum inserted in to the vagina to 

expose the cervix. Before scheduling operative treatment all cases were diagnoses 

of intrauterine adhesions by office hysteroscopy. Sharp hysteroscopic adhesiolysis 

under general anesthesia was performed to treat all patients using a 9 mm O.D. 

Olympus® hysteroscopy system（Wisap, Germany, 9-mm resecto-hysteroscope; 
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Olympus, Japan, 8-mm resecto-hysteroscope; Storz, Germany, 9-mm resecto-

hysteroscope), with continuous monitored saline flow and blunt tipped scissors. In 

cases with cavitary obliteration, transabdomial B-mode ultrasound was used to help 

guide the procedure. The occurrence of any complications was recorded. After 

application of the speculum and disinfection of the cervix, the hysterovideoscope 

was introduced intracervically. The distending media of 5% mannitol solution was 

delivered into the uterine cavity. 5%mannitol insufflations used at a pressure of 

120mmHg at a flow rate of 300 ml/min. The IUAs closely observed and diagnosis of 

severe intrauterine adhesion stage III. classified (According to the American fertility 

society classification of intrauterine adhesions, 1988).Hysteroscopic adhesiolysis-

using Scissors has the advantage that it permits dissection and avoids complications 

related to energy sources, and it possibly minimizes the destruction of endometrium. 

On the other hand, if it is not possible to perform by a scissors satisfactorily because 

of thick and dense tissue then used electrode needle. The cutting and coagulating 

power was set 25 w and 30 w respectively. To prevent the reoccurrence of 

adhesions after effective lysis, a Bi-channel 16F Foley’s balloon catheter inserted 

into the uterus and left in place for 5-7 days after surgery, one channel to inflated 

balloon with 5ml of normal saline and its stem cut above the cervix, and another 

channel for gel barrier using 2ml of hyaluronic acid (HA), then tight knot was made 

by catheter stem itself for 48 hours, these were separate the opposing of uterine 

walls. Foley’s balloon catheter used successfully to prevent the recurrence of 

adhesions. Then immediately Insertion of intrauterine device in the uterine cavity 

Fig.1. (uterine shape of IUD).At the same time post operative oral conjugated 

estrogens therapy (oestrsdiol 4mg daily), was given to all patients up to 3 months 

after surgery to stimulate rapid endometrial regeneration. Each patient underwent a 

follow-up diagnostic hysteroscopy 1 month after the surgical procedure, and the 

adhesion score (American fertility society, 1988), were assessed. Same operator 

were performed both the initial diagnostic hysteroscopy and the 1-month follow-up a 

diagnostic hysteroscopy. The operator evaluated the adhesion score for each patient 

and was blind for patients observationally allocation. The IUD was removed during 

the second look of hysteroscopy and then presence or absent of adhesion was 

observed. We noted a gradual progression of recurrent adhesions overtime. Initial 

attempts to cut the newly forming adhesions with the scissors performed 

successfully during second look of procedure, inserted the second IUD in to the 
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uterine cavity, and hormone treatment was started again. Sixty patients had second 

look hysteroscopy performed 1 month after the initial hysteroscopic adhesiolysis in 

our unit, among them 1patient didn’t continue her treatment after 2nd look 

hysteroscopy and other patients had third, fourth or fifth look hysteroscopy after 

further adhesiolysis. At the end of the procedure, inserted a uterine shape of 

intrauterine device (IUD) in to the uterine cavity and combined hormone treatment 

was followed by 11 days of oral conjugated oestrogen (4mg), and 10 days of 

combined conjugated estrogen/progesterone (4/10mg) therapy cyclically for 3 

months. No procedures exceeded 10 minutes, and all well tolerated. No pre, intra, or 

post procedural complications were encountered. 

 

Fig. 1. Uterine IUD. 

Statistical analysis 

Data was analyzed by using the statistical software SPSS 16.0. One way ANOVA 

and then post hoc comparison was done. Values in figure and table have been 

shown as mean±SD. P≤0.05 and P≤0.001 were regarded as statistically significant. 

 

Results 

The IA values of patients before and after treatment have been represented in Fig. 1. 

All the patients of the study (n=60) had extremely higher IA value (mean 10.5), but 



49 
 

after treatment in every stage of observation, it was found significantly lower 

(P≤0.001). 
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Fig. 2. IUA values of patients before the treatment and every observation after the 

treatment. Values are mean±SD. ** P≤0.001. (n=60 before treatment; n= 60 at 1st 

observation; n=54 at 2nd observation; n=34 at 3rd observation; n=12 at 4th 

observation; n=4 at 5th observation; in every observation the patients who had 

normal IUA in past observation, were excluded). 

 

Sixty patients have completed hysteroscopic adhesiolysis followed by serial 

hysteroscopy between July 2008 and January 2009 for the treatment of severe 

intrauterine adhesion. Fifty-nine patients consented to participate in the study and 

supplied primary follow-up outcome data. One patient did not continue her follow-up 

hysteroscopy. One was mild adhesion, two were moderate adhesions (Fig. 3), and 

fifty-six patients were normal cavity after final treatment. The staging mean score of 

intrauterine adhesion (American fertility society 1988) was evaluated, patients 

showed a significant decrease in severity of adhesion at 1.69% (stage I mild 

adhesions), and 3.38% (stage II moderate adhesions). No adverse effects detected 

in present methods. 
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Fig. 3. Severity pattern change of IUA values of patients before treatment and the 

different observation after treatment. 

 

Discussion 

Severe intrauterine adhesions are difficult to treat. These can be managed safely 

and effectively hysteroscopically for restoring fertility and normal menstrual patterns. 

How- ever, intrauterine adhesions can reform even following surgical treatment 

(Diamond, 2000). In our experience, high frequencies of post-operative adhesions 

were observed, especially after hysteroscopic adhesiolysis. In the present study, we 

have reported on the outcome of a consecutive series of sixty cases of hysteroscopic 

adhesiolysis for severe intrauterine adhesion score. We have classified the severity 

of the adhesions, According to the American fertility society classification of 

intrauterine adhesions in 1998. We have examined that the women who presented 

only with severe intrauterine adhesions with hypo menorrhea or amenorrhea, 

because it is likely especially in severe cases (20%–62.5%) of intrauterine adhesions 

(Valle and Sciarra, 1988; Capella-Allouc, 1999; Preutthipan, 2000; Schenker, 1982). 

Various method have been used to prevent the reformation of intrauterine adhesions 

such as IUD (Massouras, 1973; Jewelewicz, 1976; Polishuk, 1997; Klein, 1973), 

Foley’s balloon catheter (Comninos, 1969; Acunzo, 2003), Hyaluronic acid (Farhi et 

al.,1993).In the present  study the hysteroscopic scissors has the advantage that to 
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permits dissection and it possibly minimizes the destruction of endometrium . On the 

other hand, if it is not possible to perform by a scissors satisfactorily because of thick 

and dense tissue then used electrode needle. The cutting and coagulating power 

was set 25 w and 30 w respectively. While other operator frequently used electrode 

needle (Preutthipan and Linasmita, 2000; Duffy et al.,1992), or laser vaporization 

system could provide effective and cutting as well as good homeostasis, but there is 

a theoretical possibility of further endometrial damage (Knopman and Copperman, 

2007). Our studies have reported on the use of a Bi-channel 16F Foley’s catheter 

introduced into the uterine cavity with an inflated balloon for 5 to 7 days, one channel 

to inflated balloon with 5 ml of normal saline and another channel for application of 

gel barrier using 2ml of hyaluronic acid (HA). Both were prevented adhesions and 

maintain the freshly separated uterine cavity by separating the opposing uterine 

walls. Foley’s balloon catheter was a safe and more effective method for preventing 

reformation of intrauterine adhesions. Some studies have reported on the use of a 

pediatric catheter (Doyle, 1991; Orhue, 2003; Siddiqui, 2003).Some time it replaces 

for long time and chances of urinary infection (Roge et al.,1997) .We routinely used 

uterine shape of IUD(new deigned made in china) to resume the normal shape of 

uterine cavity (Fig. 1). This new barrier agent could represent a safe and effective 

strategy to improve women’s health reducing the need for re-intervention after 

hysteroscopic surgery. While other operator might used copper IUD but its effect to 

the inflammatory reaction stimulated by copper IUDs in the endometrium as a 

consequence of the release of various types of prostaglandins and enzymes. In a 

literature review, March (Massouras, 1973) T shape IUD (copper T) may have too 

small surface to prevent adhesions, and may induce an excessive inflammatory 

reaction (Guida et al., 2004).The introduction of a T shape IUD also may carry a 

small risk of perforation of the uterus (Dan Yu et al., 2008). The Present method 

performed second look diagnostic hysteroscopy to check the uterine cavity1 month 

after initial hysteroscopic surgery. Adhesions in general, filmy and it can easily permit 

dissection, avoids complications, and no more further surgery. While other operator 

prefers second look hysteroscopy 3 months after initial hysteroscopy (Nappi et al., 

2007; Jehn et al., 2008) and there is a more chance of dense adhesion, difficult to 

identify for division of these adhesions, also increased risk of uterine perforation, and 

need more further surgery to prevent the adhesions. Proportion of firmly adhesions 

was higher when hysteroscopy was performed up to three months after curettage, as 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Preutthipan%20S%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Linasmita%20V%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
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compared with hysteroscopy performed one month after the procedure (Roge et al., 

1996).A significant reduction in the development of post surgical intrauterine 

adhesions at 1-month follow-up in comparison with the 3 months follow-up. In the 

Present study, a patient has fourth or fifth looks hysteroscopy after initial 

hysteroscopic surgery. The principle aim of the study should be resumption of 

normal menses, and fertility.  

 

 Conclusion 

An intrauterine adhesion is a worldwide disease. The management of severe 

intrauterine adhesion still poses a challenge, and the prognosis of severe intrauterine 

adhesion remains poor. Repeat surgery may be necessary in some cases but may 

not always produce the desired outcome. In the present study clearly indicates that 

there is a less chance of adhesions make in firm and dense after one-month follow- 

up of hysteroscopic adhesiolysis comparison of three-month follow-up hysteroscopic 

adhesiolysis. Hysteroscopy is a safe and effective method of choice for restoring 

menstrual function and fertility.  

 

Acknowledgment  

We would like to thanks Md. Asaduzzaman Khan for some suggestion during 

manuscript preparation. We are also thankful to the staffs of Department of 

Gynaecology and Obstetrics, Xiang ya 3rd hospital, Central South University, 

Changsha, Hunan, china. 

 

References 

Acunzo G, Guida M, Pellicano M, Tommaselli GA, Di Spiezio Sardo A,Bifulco G. 

2003. Effectiveness of auto-cross-linked hyaluronic acid gel in Bifulco G the 

prevention of intrauterine adhesions after, after hysteroscopic adhesiolysisl a 

prospective, randomized, controlled study. Hum. Repro. 18, 1918–21. 



53 
 

 

Capella-Allouc S, Morsad F, Rongieres-Bertrand C,Taylor S, Fernandez H. 

1999.Hysteroscopic treatment of severe Asherman’s syndrome and subsequent 

fertility. Hum. Repro. 14, 1230–3. 

 

Comninos AC, Zourlas PA. 1996. Treatment of uterine adhesions (Asherman’s 

syndrome). Am. J. Obstet. Gynecol. 105, 862–5. 

 

Dan Yu, Yat-May Wong, Ying Cheong, EnlanXia, Tin-ChiuLi. 2008.Asherman 

syndrome—one century later a Hysteroscopic Center, Fu Xing Hospital, Capital 

Medical University, Beijing, People’s Republic of China; b Department of Obstetrics 

and Gynecology, Jessop Wing, Royal Hallamshire Hospital, Sheffield, United 

Kingdom; and c Private Practice, Kular Lumpar, Malaysia. 

 

Diamond MP, Freeman ML. 2001.Clinical implications of postsurgical adhesions. 

Hum. Repro. Update 7, 567–76. 

 

Diamond MP. 2000. Incidence of postsurgical adhesions. In diZerega G (Ed.). 

Peritoneal Surgery (Sprinter-Verlag, New York) pp, 217–20.  

 

Doyle MB, Lavy G. 1991. Intrauterine synechiae and pregnancy loss. Infertil.  

Repro. Med. Clin. North. Am. 2, 91-103. 

 

Duffy S, Reid PC, Sharp F. 1992. In-vivo studies of uterine electrosurgery. Br. J. 

Obstet. Gynaecol. 99, 579–82. 

 

Farhi J, Bar-Hava I, Homburg R, Ben-Rafael Z. 1993.Induced regeneration of 

endometrium following curettage for abortion: a compa study. Hum. Repro. 8, 11434. 

 

Friedler S, Margalioth EJ, Kafka I, Yaffe H. 1993. Incidence of post-abortion intra-

uterine adhesions evaluated by hysteroscopy—a prospective study. Hum. Repro. 8, 

442–4. 



54 
 

Fayez JA. 1986. Comparison between addominal and hysteroscopic metroplasty. 

Obstet. Gynecol. 68, 339–41.  

Guida M, Acunzo G, Di Spiezio Sardo A, Bifulco G, Piccoli R, Pellicano. 2004. 

Effectiveness of auto-crosslinked hyaluronic acidgel in the prevention of intrauterine 

adhesions after hysteroscopi surgery: a prospective, randomized, controlled study. 

Hum. Repro. 19, 1461–4. 

 

Jehn-Hsiahn Yang, Mei-Jou Chen, Ming-Yih Wu, Kuang-Han Chao, Hong-Nerng 

Ho, Yu-Shih Yang. 2008.Office hysteroscopic early lysis of intrauterine adhesion 

after transcervical resection of multiple apposing submucous. Department of 

Obstetrics and Gynecology, National Taiwan University Hospital and National 

Taiwan University College of Medicine, Taipei, Taiwan. 

 

Jewelewicz R, Khalaf S, Neuwirth RS, VandeWiele RL. 1976. Obstetric 

complications after treatment of intrauterine synechiae (Asherman’s syndrome). 

Obstet. Gynecol. 47,701–5. 

 

Klein SM, Garcia C-R. 1973. Asherman’s syndrome: a critique and curren view. 

Fertil. Steril.  24, 722. 

 

Knopman J, Copperman AB. 2007. Value of 3D ultrasound in the management of 

suspected Asherman's syndrome. J. Repro. Med. 52, 1016-1022. 

 

Kongnyuy EJ, van den Broek N, wiysonge CS. 2008. A systemic review of 

randomized controlled trials to reduce hemorrhage during myomectomy for uterine 

fibroids. Int. J. Gynaecol. Obstet. 10, 4-9. 

 

Louros NC, Danezis JM, Pontifix G. 1968. Use of intrauterine devices in the 

treatment of intra-uterine adhesions. Fertil. Steril. 19, 509–28. 

 

Lurie S, Appelman Z, Katz Z. 1991. Curettage after midtrimester termination of 

pregnancy. Is it necessary? J. Repro. Med. 36, 786–788. 



55 
 

 

Massouras HG. 1973. Intrauterine adhesions: a syndrome of the past, with the use 

of the ‘‘Massouras’’ Duck’s Foot No. 2 IUD. Am. J. Obstet. Gyneco.116, 576. 

 

Nappi A, Sardo DS, Greco E, Bettocch S, Bifulco G. 2007.Human Reproduction 

Update Advance Access published online on April 23, 2007 Human Reproduction 

Update, doi:10.1093/humupd/dml061 Prevention of adhesions in gynaecological 

endoscopy C.Department of Gynaecology and Obstetrics, and Pathophysiology of 

Human Reproduction, University of Naples ‘Federico II’, Via Pansini 5, Naples, Italy 3 

Department of General and Specialistic Surgical Sciences, Section of Obstetrics and 

Gynaecology, University of Bari, Italy.  

 

Orhue AAE, Aziken ME, Igbefoh JO. 2003. A comparison of two adjunctive 

treatments for intrauterine adhesions following lysis. Int. J. Gynecol. Obstet. 8, 49-

56. 

 

Pabuccu R, Atay V, Orhon E. 1997. Hysteroscopic treatment of intrauterine 

adhesions is safe and effective in the restoration of normal menstruation and fertility. 

Fertil. Steril. 68, 1141–3. 

 

Preutthipan S, Linasmita V. 2000. Reproductive outcome following hysteroscopic 

lysis of intrauterine adhesions: a result of 65 cases at Ramathibodi Hospital. J. Med. 

Assoc. Thai. 83, 42–6. 

 

Polishuk WZ, Anteby SO, Weinstein D. 1975. Puerperal endometritis and 

intrauterine adhesions. Int Surg. 60, 418-20. 

 

Polishuk WZ, Weinstein D. 1976. The Soichet intrauterine device in the treatment 

of intrauterine adhesions. Acta. Eur. Fertil. 7, 215. 

 

Romer T. 1994. Post-abortion-hysteroscopy—a method for early diagnosis of 

congenital and acquired intrauterine causes of abortions. Eur. J. Obstet. Gynecol. 

Repro. Biol. 57, 171–3. 

  



56 
 

Roge P, Cravello L, D’Ercole C, Broussse M, Broussse M, Boubli L, Blanc B. 

1997. Intrauterine adhesions and fertility: results of hysteroscopic treatment. 

Gynaecol. Endosc.  6, 225–8.  

 

Schenker JG, Margalioth EJ. 1982. Intrauterine adhesions: an updated appraisal. 

Fertility and Sterility 37, 593–610. 

 

Schenker JG. 1996. Etiology of and therapeutic approach to synechia uteri. Eur. J. 

Obstet. Gynecol. Repro. Biol. 65, 109–13. 

 

Siddiqui S, Zuberi NF, Zafar A, Qureshi RN. 2003. Increased risk of cervical canal 

infections with intracervical Foley catheter. J. Coll. Physicians Surg. Pak. 13,146–9. 

 

Thomas JA, Leyland N, Durand N, 2002.the use of oral misoprostal as a cervical 

ripening agent in operative hysteroscopy: a duble-blind, placebo-controlled trial. Am. 

J. Obstet. Gynecol. 186, 876-879. 

 

Valle RF, Sciarra JJ. 1988. Intrauterine adhesions: hysteroscopic diagnosis, 

classification, treatment, and reproductive outcome. Am. J. Obstet. Gynecol. 

158,1459–70. 

 

 


