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Case Report
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Abstract

Premature ovarian insufficiency (POI) is an uncommon cause of infertility in females characterized by hypoestrogenism. Studies have
shown that uterine artery embolization (UAE) is associated with POI. Meanwhile, Asherman syndrome (AS) is a rare condition because of
intracervical or intrauterine adhesions, which can happen after dilation and curettage. Both these syndromes are causes of amenorrhea
and infertility. This case is of a 40-year-old woman who, after cesarean scar pregnancy and subsequent UAE because of uncontrollable
vaginal bleeding, developed premature ovarian failure and AS. She underwent hysteroscopic adhesiolysis. She became pregnant with
low anti-Müllerian hormone levels. Initial adhesiolysis and intervention in AS can restore uterine endometrium’s ability to host a fetus.
Moreover, UAE can cause POI, which might regress to some degree.

INTRODUCTION
Premature ovarian insufficiency (POI) is an uncommon etiology
of infertility in females that is characterized by hypoestrogenism,
elevated gonadotropin levels and amenorrhea in 1% of women
under 40 years of age [1, 2]. Anti-Müllerian hormone (AMH) level
is a marker of ovarian reserve and hence an indicator of POI [3].
AMH is produced by the growing follicles and declines with age,
becoming undetectable at menopause [2, 3]. Women with POI
experience menopause symptoms such as night sweats, hot flush,
low sexual desire, hair loss and vaginal dryness [1, 2]. The differ-
ence between POI and menopause is that ovarian failure is not
permanent in POI, and pregnancy can still occur in 5–10% of cases
[4]. Moreover, studies have shown that uterine artery embolization
(UAE) severely impacts ovarian reserve and, subsequently, fertility
[5–7].

Asherman syndrome (AS) is a rare condition because of intrac-
ervical or intrauterine adhesions [8, 9]. The gold standard for
the treatment and diagnosis of AS is hysteroscopy [9]. Women
with AS experience amenorrhea, hypomenorrhea and recurrent
pregnancy loss or infertility [9]. Causes of AS include dilation and
curettage, incomplete or missed miscarriage, or treating retained
placenta. Both premature ovarian failure and AS are the causes of
amenorrhea and infertility [1, 2, 8, 9].

In this case study, a successful pregnancy in a patient who
suffered from POI and AS after cesarean scar pregnancy (CSP) is
reported.

CASE PRESENTATION
The case is of a 40-year woman who presented to the emergency
department in 2015 because of severe vaginal bleeding. At this
time, she was Para 1 + 2. She had one living child (born by cesarean
section) and two miscarriages. At the time, she was on her third
gravidity, one parity and had a living child. According to her last
menstrual period, she was 10 weeks into pregnancy and using
an ultrasonographic evaluation, the diagnosis of caesarian scar
pregnancy was confirmed, although this scar pregnancy was
misdiagnosed before being admitted. The severe bleeding indi-
cated suction and curettage; however, a Bakri balloon was placed
in as the bleeding could not be stopped. The following morning
the balloon was removed, and the patient underwent UAE to stop
the bleeding fully. One month after the pregnancy, beta human
chorionic gonadotropin concentrations became untraceable. Nine
months after the incident, the patient presented to the clinic
again with amenorrhea. This peculiar event led to obtaining a
hysterosalpingography and laboratory evaluation of the AMH and
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Figure 1. Hysterosalpingography evaluation of the patient before
surgical evaluation shows that the radiocontrast agent has covered the
cervix and isthmus. However, it has entered a pouch-like space in the
middle part, but neither the uterus nor the fallopian tubes are visible.
Arrow C: cervix, Arrow P: pouch.

follicle-stimulating hormone (FSH; 25.2 IU/mL) and luteinizing
hormone (LH; 15.2 IU/mL) levels. As the AMH level was low
(0.1 ng/mL), we suspected POI and repeated tests within 6 weeks,
and the new test results were as follows: FSH (35.4 IU/mL),
LH (20.1 IU/mL) and AMH (0.01 ng/mL). Hysterosalpingography
was suggestive of total AS (Fig. 1). The first phase of treatment
included the hysteroscopic removal of adhesions within the
uterine cavity (in 2017). Lower segment adhesions were removed,
fundal adhesions were also excised and the left ostium was
exposed. It was decided that the patient should undergo another
hysteroscopy after hormonal replacement therapy. However,
as the patient was frustrated and disappointed about future
pregnancies because of likely subfertility, she declined the
second hysteroscopy. Within a year of surgery, she started
to experience irregular episodes of bleeding again. Her AMH
levels were rechecked and had increased to 0.45 ng/mL. She
stated that the status of her menstrual periods had become
markedly better and that she had experienced irregular episodes
of hypomenorrhea. Therefore, the AMH evaluation showed that
the levels had increased to 0.45 ng/mL, and the FSH level
was 3.0 IU/mL, which was a sign of POI regression. Moreover,
ultrasonographic imaging showed that the uterine cavity was free
from adhesions (Fig. 2). Three years following her hysteroscopy,
she became pregnant again, and an ultrasound scan confirmed
that the pregnancy was viable and intrauterine (in 2020). As
another episode of pregnancy was suspected, a transvaginal
sonographic assessment was carried out, which showed that the
gestational sac was not in the cesarean scar site. Albeit with
such levels of Asherman involvement, it was assumed that the
placenta could become adherent. The placenta showed only
some mild levels of placenta accreta. During the pregnancy,
the patient had been treated with dydrogesterone as luteal
phase support up to the 12th week of pregnancy, after which
progesterone suppositories were initiated. Two weeks after the
start of the second trimester (15th week of gestation), on the 37th
week of pregnancy, the patient underwent an elective cesarean
section because of previous cesarean section and the evident
placenta accreta (neither on the scar nor previa). The newborn
was successfully delivered. However, the placenta was markedly
adhesive to the uterine cavity’s fundal site, and the uterus was
removed (on the same surgical episode) with an abdominal
hysterectomy (Fig. 3).

DISCUSSION
Ectopic pregnancy (EP) is defined as the implantation of fertilized
egg either outside the uterine cavity. Risk factors include previous
EP, intrauterine devices, contraceptives and pelvic inflammatory

Figure 2. The follow-up 1 year after surgery transvaginal 3D
ultrasonography shows normal uterine myometrium and endometrium
with normal echogenicity, whereas no lesions, including polyps or
adhesion bands, are seen. Arrow M: myometrium, E: endometrium, C:
cervix, U: uterus.

Figure 3. The uterus during surgery shows marked placental adhesion
to the uterine cavity’s fundal site and hypervascularity.

diseases. While the most common form of EP is tubular, CSP is also
a prevalent type [10, 11]. This specific type of EP is usually man-
aged with a combination of methotrexate and surgical approaches
such as dilation and curettage [10, 11]. The presented case was of a
woman who suffered from misdiagnosed CSP and uncontrollable
vaginal bleeding; hence, she underwent a curettage to terminate
the pregnancy and stop the bleeding. However, we used a Bakri
balloon and UAE to preserve the uterus.
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AS is defined as the formation of scar tissue and intrauterine
adhesions or intrauterine synechiae formation inside the uterine
cavity [8, 9, 12]. The most common causes are endometrial dam-
age during surgeries such as D&C, infections like tuberculosis and
congenital anomalies. It usually presents itself with menstrual
abnormalities and infertility [8, 9]. The most accurate method of
diagnosis is hysteroscopy, but ultrasonographic imaging can also
be helpful [9, 12]. Depending on the scale of involvement and
the severity of adhesions, this incidence can be managed either
surgically with adhesiolysis or expectantly [8, 9, 12]. This case
was a complete Asherman (grade IV), and we decided to carry out
surgical intervention.

Meanwhile, premature ovarian failure (POI) is an uncommon
etiology of infertility in females characterized by hypoestro-
genism, elevated gonadotropin levels and amenorrhea in 1% of
women under 40 years of age [1–3]. Although pregnancy is a rare
incidence among these patients, it is not unheard of [4, 13]. UAE,
in many instances, has been reported to have decreased ovarian
reserve; it is presumed that the decrease in ovarian perfusion as a
consequence of embolization in the uterine artery, which provides
a portion of the overall blood supply to ovaries might cause this
[5, 7, 14]. Interestingly, a transient form of ovarian failure could
happen in cases of UAE, as did our patient [5–7, 14]. In our case,
we only resorted to this method only after uncontrollable uterine
bleeding [5–7].

CONCLUSION
This case was of a woman who developed AS after the treatment
for CSP. Despite extremely low initial AMH levels, the patient
became pregnant. We assume that the initial hysteroscopic adhe-
siolysis made the endometrium suitable for implantation. This
case highlights that appropriate surgical and medical interven-
tion can improve the chances of future fertility. We assume that
AS was developed because of extensive endometrial manipulation
and embolization. POI was developed in this case because of UAE,
and this risk has been well-reported in previous studies.
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