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Adhesions After Resection
of Ovarian Endometriomas

To the Editor:

The article by Cahis et al. (1) underscores t‘her

importance of a consistent classification system of
old and new adhesion formation. Specifically, the

meaning of the term ‘“de novo” must be standard- .

ized (1).

In our long-term and ongoing work with the prob-
lem of adhesions, as well as in the works of others,
several important and very practical conclusions
could possibly have been confirmed mutually had
the same point of reference been used. Below are a
few prominent examples of these conclusions.

Using different definitions of de novo, previous
investigators have shown that the incidence of
adhesion formation is lower after operative lapa-
roscopy than with laparotomy (2,-3). It was also
shown that women who became pregnant after sur-
gery had fewer postoperative adhesion than women
who never became pregnant (2). Thus, although not
conclusively proven, it appears that the degree of
adhesion formation after surgery depends on each
individual’s genetic structure (2).

All types of surgery cause adhesions to varying
degrees at their immediate site. The rate of adhesion
formation is also largely dependent on the surgeon’s
technique and the instruments and materials used
(Nezhat C, Nezhat F, abstract) (4). As previously
shown, the laparoscopic approach may decrease sig-
nificantly or eliminate completely the formation of

~ de novo adhesions, when de novo is defined as new

adhesions involving areas never previously touch .2

by instruments or disturbed by dissection (2, 3).
Mutual confirmation of investigative results and

comparison of various surgical techniques, instru-

- mentation, and materials only may be possible if a

single de novo standard is utilized.

~~
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To the Editor:

The recent, article by Canis et al. (1) confirms pre-
vious findings (2-4) that postoperative adhesion de-
velopment is an all to frequent occurrence after the
performance of intra-abdominal surgery. In at-
tempts to delineate the incidence of postoperative
adhesion development and the efficacy of interven-
tions, postoperative adhesions have been subdivided
into those that represent adhesion reformation and
those that represent de novo adhesion formation (1~
5). Validity. for this distinction is based on ammal_

~studies that demonstrate greater difficulty in pre-

ventmv postoperatne adheswn development at sites
., adhesion
reformatlon) as opposed to sites with no adhesions
initially (e.g., de novo adhesion formation) (5).
However, in human clinical evaluations, the term
“*de novo adhesion formation” has been used by dif-
ferent investigators in describing postoperative
adhesion development in similar, but not identical,
situations. Diamond et al. (2) have used the term
“de novo adhesion formation” to represent the

" identification of adhesions (usually at the time of a

second-look procedure) at sites that did not have
adhesions at the time of the initial operative pro-
cedure. This definition would thus include both op-
erated (e.g., neosalpingostomy, oopherocystectomy,
and so on) and nonopeérated sites, so long as adhe-
sions were not present at that site at the time of the
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initial operative procedure. In contrast, Nezhat et
al. (3, 4) have used the term “de novo adhesion for-
mation” to refer solely to the latter situation, namely
the development of adhesions at sites that at the
initial operation neither had adhesions that were
lysed nor had an operative procedure performed on
that site. '

To minimize future confusion and to facilitate
more precise comparison of antiadhesion interven-
tions, we would like to propose the following clas-
sification system for use in studies examining post-

- operative adhesion development. : B

Type 1. De novo adhesion formation. Develop-
ment of adhesions at sites that did not have adhesion
initially. ’ ' .

1. No operative procedure at site of adhesion for-
mation. '

2. Operative procedure performed at site of adhe-
sion formation.

Type 2. Adhesion reformation. Redevelopment of
adhesions at sites at which adhesiolysis was per-
formed. v

1. No operative procedure at site of adhesion ref-
ormation (other than adhesiolysis).

2. Operative procedure performed at site of adhe-
sion reformation (in addition to adhesiolysis).

-‘Michael P. Diamond, M.D.

Division of Reproductive Endocrinology

Departments of Obstetrics and
Gynecology and Surgery

Vanderbilt University

Nashville, Tennessee
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Reply of the Authors:

We thank Drs. Nezhat, Luciano, Diamond, and

Nezhat for their letters. In our article the term “de
novo’’ was used to define postoperative adhesion de-
velopment at sites with no adhesions initially, but

most of these areas were traumatized by the surgical

. procedure (1). - . R :
The following two reasons explain why we may
have mistakenly extended the term “de novo” to all
pelvic areas free of adhesions at laparoscopic treat-

..ment.

—First; inpatients with moderaté or severe endo-

metriosis, most of the pelvic areas are involved in
" the surgical procedure, so that de novo adhesions as
defined previously (2) are unlikely to be of clinical
.importance. In contrast, adhesions induced by the

surgical treatment are probably essential when -
' ‘managing infertile patients. Therefore, to evaluate

the consequences of laparoscopic procedures rou-
tinely used when treating patients with moderate or
severe endometriosis, we believed that it was essen-
tial to study areas involved in the surgical treatment.

- Second, the term “de novo” had been used pre-
~.viously -in :areaswith .no adhesions -at -the initial

procedure, including operated and nonoperated

areas (3). =

.Our results demonstrated that the advantages of
laparoscopic surgery should not be overestimated
and that prospective studies of laparoscopically in-
duced adhesions are necessary. Such results can be
obtained only at second-look laparoscopy. We agree
that a consistent classification system of postoper-
ative adhesions is required. The system proposed by
Drs. Diamond and Nezhat appears simple and easy
to use.

As the type and the extent of adhesions are of

utmost prognostic importance and adhesions have

been gracd using several-cluse o o oils (2, 4), these
data alsu wiil need to be standardized using a system
that includes a more accurate description than that
included in the Revised American Fertility Society
endometriosis classification (5). Finally, the interval

; between the two surgical procedures either should

be reported carefully or standardized, because time
lapse since the surgical procedure may influence
adhesion grading.

Michel Canis, M.D.
Gerard Mage, M.D.
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Management of the Transfer Cycle—After
Freeze/Thaw

To the Editor:

Patterson et al. (1) recently suggested the use of
exogenous E, without GnRH analogue suppression
for cycle control in normally cycling women under-

going frozen/thawed ET. We previously used the .

same method, giving 2 mg oral E, valerate three

times a day to cycling women undergoing oocyte do-

nation (2). E, treatment was started early in-the
cycle in an attempt to suppress endogenous gonad-
‘otrophin, induce proliferative endometrial response,
and render LH monitoring unnecessary. However,
we subsequently found that oral E, therapy is not
always effective in suppressing ovulation in some

patients, especially in young cycling women (3).

Failure to suppress ovulation in patients taking oral
E; may lead to ET's being performed outside the so-
called “implantation window,” resulting in reduced
pregnancy rates. i

In an attempt to bypass the enterohepatic cir-
culation, where most of the orally absorbed E, is
quickly metabolized, we used the sublingual route

and obtained higher circulating levels with good cy-

cle control (3). In view of the unpredictable efficacy
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of oral E, treatment to suppress ovulation, we aban-
doned this method for cycle control in cycling oocyte
recipients and in patients undergoing frozen/thaweg
ET in favor of GnRH analogue down-regulation fo].
lowed by estrogen and progesterone treatment (jr
sublingual E,.

Paul Serhal, M.D.

Assisted Conception Unit

University College Hospitq]
- Private Patients Wing

London, England

October 19, 1992 : -
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Reply of the Authors:

Dr. Serhal, in keeping with many centers, has -

found it preferable to use a GnRH analogue down-
regulation followed by estrogen and progesterone for
cycle control in patients undergoing frozen/thawed

~ET. I .would agree that there may be some women

in whom the use of estrogen without down-regula-
tion may fail to suppress ovulation. The disadvan-
tage of using the GnRH analogue, however, is the
expense. This may be more of a consideration in
Canada than it is in the United Kingdom, but it

does add significantly to the cost of treatment. We

believed that if we could achieve a reasonable preg-
nancy rate with transfers without down-regulation
that this would be preferable, and this appeared to
be the case (1). :

Since the submission of this data, we have at-

tempted to perform a randomized control trial of a

natural cycle versus estrogen-progesterone con-

trolled cycles without suppression. It has been ex- *

tremely difficult to do this because 90% of patients
have stated a preference for estrogen-progesterone
simply because of the convenience involved. I sus-
pect that there might not have been such an enthu-
siastic acceptance of this protocol had down-regu-
lation been involved. During this time, our
pregnancy rates per ET, transferring two embryos
at a time, has been about 18%.

Whereas I would agree that there are theoretical
advantages to down-regulation, part of our aim is
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