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Introduction

There is significant overlap in the operative spaces of abdominal and
gynecologic surgery. While adhesion formation is a universally accepted
sequelae of abdominal surgery, gynecologic abdominopelvic surgeries,
namely myomectomy, are known to be particularly adhesiogenic. 143
Despite adhesion barriers being approved for use in gynecologic surgery,
their effectiveness, risks, and surgical application remains ambiguous;
this holds true particularly for semisolid barriers with respect to
laparoscopic approaches.* The content in this review has direct
implications for surgeons working in any aspect of the abdominopelvic
space. In turn, the aim of this study was to assess the effectiveness of
liqguid and semisolid adhesion barriers on reducing the post-operative
incidence of adhesion formation and recurrence in women undergoing
gynecologic surgery.

Methods

A PubMed and MEDLINE search identified 48 studies eligible for this
review. Results were examined across three types of surgical
interventions: abdominopelvic surgery (n=29), uterine surgery, and
cesarean section, according to three main categories of adhesion
barriers studied (hyaluronic acid derived, oxidized regenerated
cellulose, and additional formulations).

Results

The most common reported indications for adhesion barrier use in
abdominopelvic surgery by category can be seen in Figure 1. Types of
adhesion barriers used within each category for abdominopelvic surgery
can be seen in Figure 2A-C.
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Figure 2. Adhesion Barriers used by Category in Abdominopelvic Gynecological Surgery (Fig. 2A: |
Hyaluronic Acid Derivatives. Fig. 2B: Oxidized, Regenerative Cellulose. Fig. 2C: Additional Formulations)

Overall, the use of an adhesion barrier decreased the incidence of
adhesions at second look laparoscopy in 28/29 studies (96.6%) in
abdominopelvic surgery. Use of semisolid or liquid adhesion barriers
demonstrated a reduction in intrauterine adhesion frequency compared
to no adhesion barrier. Adhesion barriers protected against adhesion
formation at the following junctions: omentum-anterior abdominal wall,
uterus-anterior abdominal wall, and uterus-bladder.

The most commonly studied class of anti-adhesion devices were
hyaluronic acid-based products including Seprafilm, Sepracoat,
Sepraspray, ACP, and NCH (Figure 2A). Of these, SprayGel/Shield,
4DryFieldPH, Oxiplex/AP, and CoSeal were most capable of reducing
adhesion severity and extent, suggesting a potentially beneficial role for
polyethylene glycol, a common component to these products, in the
abdominopelvic cavity.

Conclusion

Despite the overwhelming improvement in adhesion frequency, severity,
and extent demonstrated by the trials discussed in this review, these
barriers are often not utilized in clinical practice, and more work should
be done to assess the longitudinal risks and benefits of adhesion barriers
for health systems and patients undergoing gynecologic surgery.
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