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Abstract 
Here we present a case of 30 year old married women suffer-
ing from asherman’s syndrome with failed IVF trials and infertil-
ity complications. A Holistic approach that includes bioidentical 
hormone therapy was adopted to help her in regaining fertility. 
A comprehensive therapeutic plan was followed to treat the pa-
tient. It included Optimizing body hormones vitamins, elimination 
of inflammation, improving Gut and suggesting healthy life style 
with continual follow up. After 13 months of continual treatment, 
she got pregnant and delivered a healthy baby boy. No complica-
tions during pregnancy and delivery were reported. It is concluded 
that women with severe Asherman syndrome who are infertile can 
experience promising reproductive results with quality healthcare. 
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Introduction
According to Asherman’s original definition, this 

condition is caused by endometrial trauma, leading 
to the partial or total obliteration of the uterine cavi-
ty and the cervical canal, resulting in symptoms such 
as monthly irregularities, infertility, hypomenorrhea, 
amenorrhea, and repeated multiple miscarriages and a 
history of aberrant placentation [1, 2]. The frequency 
of Asherman’s syndrome varies depending on the pop-
ulation investigated and the kind of inquiry employed 
for diagnosis[3, 4]. The urogenital, musculoskele-

tal, neurological, and other organ systems have been 
demonstrated to benefit from hormone treatment [5-
7]. Here we present a case of an asherman women who 
was treated with BHRT with successful pregnancy. 

Case presentation
A 30-year-old married woman visited Dr. Leila 

‘Soudah’s clinic for the first time on 4th April 2018, with 
a complaint of Asherman’s syndrome since 2012, fol-
lowing an obstetric history of primary infertility from 
2016-2018.The patient’s medical history reported latent 
Hypothyroidism. Family history, Smoking, and alcohol 
consumption were unremarkable. Vital signs showed 
Weight 58.80 kg, Height 166 cm, BMI 21.3.Body tem-
perature 36.5, BP 113/78 mm-Hg. Body’s regional mea-
surement evaluation revealed normal structure –hips 99 
cm and waist 76 cm. Regional examination (Head to Toe 
Approach) was unremarkable. Initial gynecological in-
vestigation showed that she had experienced menarche 
at the age of 11.Her menstrual cycle was regular (28 cycle 
days). She had used Diane-35, hormonal contraceptives 
for 15 to 20 years. She, therefore, experienced Asherman’s 
syndrome in 2012.In 2016, she began attempting to get 
pregnant. She has received care according to the “book, 
” or standards of school-based medicine, from several 
medical facilities and centres in Dubai and London. 

In November 2017, she underwent IVF unfortunate-
ly, one embryo transfers failed out of three. She tried 
two more attempts, but the transfer was unsuccessful. 
Hysteroscopy was performed four times to remove ad-
hesions: in 2013, 2015, 2017, and 2018.She even tried 
Chinese medicine, but nothing helped her conceive 
the baby Medications that she has been ingesting orally 
throughout this period are recorded in table 1.
Table 1
Medication & Treatment record 2016-2018
• Estrogen – 2 mg tablet 3 tablets 3x daily
• Euthyrox 25 mcg on 2017
• Ovacure BD
• Folic Acid OD
• Omega 3 OD
• Vitamin E OD
• HCL Pepsin 4 Tablets OD
• Aspirin 80 mg OD
• Natural Herb Supplements
• On Chinese medications
• Patient doing Acupuncture
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To treat the patient, the doctor spoke to her about 
Functional Medicine and discussed how holistic ap-
proach can help in treating her Asherman’s syndrome. 
The patient was skeptical at first, later, she agreed. In-
formed consent was obtained from the patient to ini-
tiate the treatment. The goal was to balance patient’s 
hormone and give her BHRT to conceive. The patient 
came with Amenorrhea since 5+4 weeks upon her sec-
ond follow-up (see figure 1a, 1b and 1c). 

Based on her second gynecological examination, 
pelvic ultrasound displayed Uterus with thin endome-
trium around 4 mm, Left ovary with small cyst 22/23 
mm, and Right ovary as silent. Laboratory findings 
on second visit revealed that the patient was Estrogen 
dominant. She was treated with high dose of oral Es-
trogen, her FSH, LH were very high which indicated 
hormone imbalance (see table 2). Her DHEA more in 
the lower normal level (see table 3). DHEA is a very 
important hormone for egg quality. Her FT3 was low-
er than the normal level (see table 4). Her ferritin was 
not optimum. As thyroid to function and to convert 
T4 to T3 which is the active form of her hormone, the 

patient needed Ferritin level of more than 100 ng/ml. 
She was advised to consume high amount of protein, 
also selenium rich foods. Keeping the condition in 
view, it was decided to lower the patient’s extremely 
elevated Estrogen levels and replace the oral medica-
tions to cream, and the HRT with BHRT. Bio identical 
estrogen which is known as beta estrodil was utilized 
in form of cream because the cream does not pass 
through the first pass effect, neither affect the renal 
and hepatic functions. It has potential to reabsorbed 
through the skin into the cells and then to the blood. 
Limited absorption of cream in blood reduce chances 
of blood clotting. Also, patient was treated to change 
her L-thyroxin to T3 and T4. Her pregnenolone was 
extremely low. She was under stress and was taking 
pregnenolone to build cortisol, her vitamin D was not 
optimum. Her full blood count was showing sign of 
stress, less vitamin B12, and folic acid. The doctor then 
started by looking at the patient’s Gut, and inflamma-
tion marker. Inflammation was very high. This clin-
ical diagnoses showed that the patient’s cortisol sali-
vary was non-physiological, was high in the afternoon 

(1a)                                                                                   (1b)

(1c)

Figure 1:  Ultrasound images for Amenorrhea since 5+4 weeks (1a, 1b and 1c).
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which was affecting her sleep. Her melatonin was ex-
tremely low. Her oestrogen metabolism was not nor-
mal, showing methylation defect. So, the patient was 
treated with high oestrogen without knowing how her 
liver will metabolite it. It was ignored that she builds 
no melatonin which is the most important hormone 
to regulate all her hormones. Her Gut test showed low 
Acidifying flora, elevated pH, which can affect the 

flow in her Endometrium and the vagina. Immuno-
logical analysis showed low IgA levels. Her Gut had 
instable milieu, a reduced immune system. Therefore, 
the treatment was started as reported in table 5.

The Patient was on treatment for 1 ½ month. Upon 
her third follow-up, the patient came during her 5th

 

cycle day. She was feeling fine, sleeping very well. 
She felt less stressed and started working out 4 times 

Table 2
Initial Laboratory values indicating Hormone imbalance

Hormones Result Reference values
FSH 12.84 mIU/ml Follicular phase 2.9 – 12 mIU/ml

Preovulatory peak 9.6 – 80
Luteal phase 1.5 – 7
Menopause 17 – 95

LH 31.34 mUI/ml Follicular phase 1.5- 8.0 mIU/ml
Preovulatory peak 9.6- 80
Luteal phase 0.2- 6.5
Menopause 8.0- 33.0

ESTRADIOL 379.32 pg/ml Follicular Phase: 18-147 pg/mL 
Preovulatory peak: 93-575 pg/mL Luteal 
Phase: 43-214 pg/mL 
Menopause: <58 pg/mL

PROGESTERONE 1.30 ng/ml Follicular Phase: 18-147 pg/mL 
Preovulatory peak: 93-575 pg/mL 
Luteal Phase: 43-214 pg/mL 
Menopause: <58 pg/mL

PROLACTIN 5.11 ng/ml Normal Woman 5-35 ng/ml
Menopausal 5-35 ng/ml

Table 3 
Adrenal hormonal values

Adrenal Hormones Result (Initial and final observations) Reference Range
2nd Follow-up 7th Follow-up

DHEA 4.71 umol/L 4.35 umol/L Lower normal level (2.0-11.1 umol/L) 
SHBG 147.10 nmol/L 96.80 nmol/L) (19.8-155.2umol/L) 
TESTOSTERONE 0.42 ng/Ml 0.27 ng/ml

Lower normal level
(0.1-0.9 ng/mL) 

Abbreviation: Dehydroepiandrosterone (DHEA), Sex hormone-binding globulin (SHBG) 

Table 4
Thyroid hormone values

Thyroid Hormones Result (Initial and final observations) Reference Values
2nd Follow-up 7th Follow-up

TSH 1.416 uIU/ml 1.305 uIU/ml Non-pregnant: 0.3 – 3 uIU/ml
Pregnant: 0.24- 2.99 uIU/ml 
First trimester: 0.24-2.99 uIU/ml 
Second trimester: 0.43-2.95 uIU/ml 
Third trimester: 0.43-2.78 uIU/ml

FT3 3.16 pmol/l 3.08 pmol/l 4 – 8.3pmol/l
FT4 11.78 pmol/l 10.51 pmol/l 10.6 – 19.4pmol/L
T3 0.75 nmol/l 1.24 nmol/l 0.92 – 2.33nmol/l
T4 48.09 nmol/l 59.51 nmol/l 60 – 120nmol/l
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a week. Her Gut was improving. Her menstrual flow 
was slightly better. She was advised to continue Grain 
1.0, progesterone 200mg 1 tablet from 14-26 cycle day 
for 3 cycles (to be taken at night), DHEA-7-Keto 10 
mg, 1 capsule once daily in morning for 60 days. The 
patient was oestrogen dominant. Due to the high dose 
of oral oestrogen given to her, DHEA -Keto was the 

best choice. It helped in improving egg quality and 
boosting immune system. Upon 4th follow-up, patient 
was again advised to continue all her supplements as 
prescribed earlier. She was on BHRT and was feel-
ing much better than before with improved results in 
thyroid and adrenal hormonal levels. On her 5th visit, 
the Patient on Aspirin as per advised by her Asher-

  

Figure 2. Thyroid level gradient -2nd follow up & 7Th follow up

Table 5
Initial Treatment Regime-2nd Follow-up

Medications /Supplement Dosage Frequency
Progesterone 200 mg Once daily for 12 days (to be taken night time) 
DHEA-7-Keto 10 mg Once daily for 30 days
Pregnenolone 20 mg Once daily for 90 days
Melatonin sublingual 0.25 mg 1 tab once daily for 90 days (to be taken at night) 
Grain 1.0 FT3/FT4 20/80% Once daily for 40 days
Selenium 200 mcg Once daily for 30 days
Tyrosin 500 mcg Two caps once daily 30 days
Quercetin Once daily for 90 days
NAC 750 mcg One capsule twice daily for 90 days
Ashwaghanda 450 mg 2 tabs once daily 90 days (to be taken at night) 
Probiotic (Omni lactis) 3 times a day for 90 days (to be taken before every meal) 
Omega 3 EPA/DHA 950 mg Twice daily for 90 days
Magnesium Citrate 120 mg 2 tabs twice daily for 90 day s
Neurogesan B complex 1 cap once daily for 90 days
MSM 1000 mg 1 tab once daily for 90 days
Vitamin D 2000 IU 1 tab once daily for 90 days (to be taken at night) 
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man’s syndrome specialist. Co-testing was performed 
showing both normal findings. Hysteroscopy done in 
London with her Asherman’s syndrome specialist in 
September 17, 2018.Her 6th follow –up was continued 
with the prescribed medications. The patient came for 
loop removal – loop removal was successful without 
complications. 

On her 7th follow-up which took place in May, 
2019, Patient came Amenorrhea 5+1 weeks. It was 
declared that the patient got pregnant. It took her 13 
months to conceive. During her entire pregnancy she 
was observed closely (see figure 3). Harmony test was 
also performed that showed normal result. On 24th

week gestation of pregnancy, she came with lower ab-

( )                                                                                      (b)                                   

      

(c)                                                                                  (d)                       

                 

(e)                                                                                         (f)

                 

                                                 (e)  

Figure 3: Ultrasound images for patient’s Gestational weeks of pregnancy
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dominal pain. Utrogest 200 was suggested to consume 
daily and Magnesium was also recommended. On 
36th week’s gestation of pregnancy, the patient was re-
ferred for acupuncture in preparation of the delivery. 
The patient gave a birth to a healthy baby boy at 40th 
week. IOL followed by a vacuumed delivery by manu-
al removal of placenta controlled with ultrasound. No 
complications were recorded. The baby weighs 2785 
grams. It was concluded that bio identical hormone 
replacement therapy as a part of holistic approach give 
patient’s hope and life back. 

Discussion
Bioidentical hormones are hormones that are pro-

duced within the body. In the context of HRT, they in-
clude progesterone, estrone (E1), estradiol (E2), and es-
triol (E3) (P4). Although other countries have long used 
bioidentical hormones, non-bioidentical hormones have 
predominated in the United States since the introduction 
of oral contraceptives in the early 1960s[8, 9]. Numerous 
factors determine how various hormones operate, carry 
risks, and have favorable effects, including administra-
tion mechanism, metabolism, absorption, receptor spec-
ificity, receptor affinity, bioavailability, and molecular 
structure. Progesterone-containing HRTs are preferred 
by patients over HRTs that include synthetic progestins. 
Bioidentical hormones differ greatly from their synthetic 
counterparts, which have distinct chemical structures, 
and may even have opposite physiological effects[8]. Es-
tradiol, which is produced in the ovaries and processed 
in the liver, is the type of estrogen that is most active 
physiologically. Breast and endometrial cancer risk are 
both linked to elevated blood estradiol levels. Estrone 
rises during menopause when the adrenal glands take 
over the job of the ovaries in hormone production. Es-
trone is produced from estradiol reversibly in the liver 
and small intestine[10]. 

However, when utilizing natural hormones, many 
medical professionals believe that the simultaneous use 
of progesterone and estrogen is a crucial component of 
bio identical hormone treatment and hormonal balance. 
Some health practitioner advice that both hormones be 
administered simultaneously, whether or not a uterus is 
present, as a result of expanding studies on the synergism 
of these two hormones and improved knowledge of pro-
gesterone’s impact on the body[11, 12]. Because increas-
ing FSH levels can be associated with either increased 
or decreased estrogen levels, endogenous estrogen pro-
duction must also be considered when considering es-

trogen replacement during perimenopause and early 
menopause. Progesterone-only supplementation may 
be advantageous for certain women during perimeno-
pause, as progesterone levels may decline initially with 
the commencement of anovulatory periods. This might 
assist to counteract the consequences of unopposed en-
dogenous estrogen production. FSH is commonly used 
to identify menopause, although it may not be the most 
reliable test for perimenopausal estrogen needs [13, 14]. 
In our case, a comprehensive therapeutic plan proved 
to be effective for restoring patient’s health. It included 
Optimizing body hormones vitamins, elimination of in-
flammation, improving Gut and suggesting healthy life 
style with continual follow ups. Bioidentical hormone 
therapy is often well accepted, provides symptom relief, 
and can meet many of the health goals and preferences 
of menopausal and perimenopausal women [8, 15, 16]. 
Physicians should assist women in establishing the best 
regimen for their needs, including testing hormone lev-
els shortly before supplementing and using the smallest 
amount necessary to get the desired results. This effort 
will result in fewer adverse consequences and improved 
quality of life[17, 18]. 

Conclusion
Asherman is a syndrome that has a significant in-

fluence on female fertility. Even in women who con-
ceive after receiving Asherman’s syndrome therapy, 
there is a substantial chance of placental abnormali-
ties [19-21] and great effort should be directed toward 
prevention. Given that the highest prevalence is ob-
served following miscarriage curettage, a considerable 
reduction in these procedures may result in a reduced 
incidence of AS. There are no two occurrences that 
are the same, despite the symptoms being comparable; 
each case and each patient must be handled individu-
ally. Given that doctors are healers, a comprehensive 
approach is necessary. Since all of the organs in our 
body are interconnected, so should the therapy. Treat-
ment of the entire patient, not just the uterus, is nec-
essary to make a woman pregnant. The best option is 
BHRT since it is similar to the structure of the body’s 
natural hormones and has fewer side effects. 
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