
Introduction

Septate uterus refers to the congenital Müllerian anom-

aly; it is likely that to cause infertility and abortion. Fortu-

nately, many cases of uterine septum with infertility are

treatable through hysteroscopic resection [1-3]. However

there is controversy regarding treatment following hys-

teroscopic resection of septate uterine to prevent Asher-

man’s syndrome. Several studies have shown that

intrauterine device (IUD) insertion with concurrent estro-

gen and terminal progesterone or without hormone re-

placement therapy (HRT) may decrease complications after

hyseroscopic resection of septate uterus. Therapies follow-

ing hysteroscopy with and without IUD and HRT were

studied, but did not investigate on type of HRT. There is no

conclusive evidence that treatments following hysteroscopy

works better than no treatment follow ups [4-12]. Most au-

thors considered HRT after hystroscopic resection of sep-

tate uterus over the past years [13-22] versus other

investigators not suggesting HRT after hystroscopic resec-

tion of septate uterus [8, 23-27]; however the present au-

thors performed HRT and IUD therapy for all patients after

hysteroscopic resection of uterine septum in their infertil-

ity center with two different HRT protocols.

The current study aimed to assess and compare the ef-

fect(s) of the two protocols, on postoperative complication

rate following hysteroscopic septum resection procedure.

Materials and Methods

The study design was a retrospective interventional study on

secondary data obtained from the medical records of 106 infer-

tile women with uterine septum who underwent a hysteroscopic

septum resection between April 2005 and February 2014. The

study protocol was approved by the Ethics Committee of Babol

University of Medical Science and written informed consents

were also obtained from the participants prior to the implemen-

tation of the study. The infertile women with uterine septum who

underwent hysteroscopic septum resection in the infertility cen-

ter by investigator and received two treatment protocols after

the procedure were included. Based on inclusion criteria, a total

of 106 patients were reviewed. The infertile women with sep-

tate uterus were detected in the infertility center during hys-

terosalpingography for initial diagnosis of intrauterine septum

according the American Fertility Society classification of Mül-

lerian duct anomalies by septate uterus and variable lengths

(class Va: complete; class Vb: partial was done) [28] and con-

firmed using laparoscopy in early proliferative phase. Miso-
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Background: Two protocols are generally performed after the following hysteroscopic resection of septate uterus to prevent Asher-
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amination for more than six months. Results: Of the 71 women who received alternate hormonal therapy, 16 (22.5%) had spotting.

While in the constant protocol therapy group, the rate of the spotting during the follow-up period was reported in 13 (37.1%) patients.

There was no significant difference between the two groups in terms of spotting complication after the septum resection. Self-reported

breast tenderness as complications of hormonal therapy after septum resection in constant protocol was greater than in alternate proto-

col group (21.1% vs. 60.0%) (p < 0.0001). Conclusion: The result of this study indicated that hormonal therapy complications follow-
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prostol suppository for cervical dilation was placed in the pos-

terior vaginal fornix prior night of surgery. Cervical dilator (10–

10.5 cm) for dilatation of cervical OS was used for endoscopy.

A 3.5-mm mini-hysteroscope was administered; normal saline

was used for distending. An endoscopic vaginal exploration ex-

plored the presence of one uterine cervix at the open vaginal side

and the uterine distention pressure was set at 150 mm Hg. An

electro resectoscope was inserted to corroborate the location,

range and size of the septum. Then the septum by needle elec-

trode was incised, and for monitoring during the operation, com-

pletely ultrasonography was applied [1]. Postoperatively, IUD

was inserted in operating room and two protocols were admin-

istrated in order to decrease the formation of intrauterine adhe-

sion after hysteroscopy. Antibiotic treatment was not given to

the patients. All patients after receiving hormone therapy in-

struction and consciousness were discharged. Alternate hormone

therapy (first protocol) after septum resection was performed in

71 (67%) women in the form of conjugated estrogens (1.25 mg)

daily for 25 days after surgery with ten mg medroxyprogesterone

acetate twice per day from day 16 of this time in combination

with the conjugated estrogens until 25

th

of the cycle. After men-

struation, the patients received this treatment process for two

months. Constant hormonal therapy (second protocol) was per-

formed in 35 patients (33%) in form of 1.25 mg conjugated es-

trogen twice daily for 50 days. Ten mg medroxyprogesterone

acetate for the last ten days of this time was performed twice

daily in combination with the conjugated estrogen [5, 29].

During both postoperative hormonal therapies following hys-

troscopic septum resection, spotting (mild, moderate, and sever),

bleeding, headache, and breast tenderness complication of patient

with duration of and severity problem were checked and assessed.

After hormonal therapy duration and withdrawal of bleeding at

second day of menstruation, the IUD was removed. Follow-up of

pregnancy and delivery was done for 12 months. If pregnancy

spontaneously di not occur after six-month therapy, according to

surgeon’s indications, ART procedure started 

The data obtained were statistically analyzed using the Statis-

tical Package for Social Sciences0 (SPSS) software version 18.

Chi-square and t-test were also used to compare the values within

two treatment protocols groups. P value of ≤ 0.5 was considered

significant.

Results

Of the 127 participants, a total of 106 patients were se-

lected for the propose this study, from which 21 were ex-

cluded from this study, 71 used alternate hormonal therapy

after septum resection, and constant hormonal therapy was

also performed in 35 patients. Table 1 shows some demo-

graphic and clinical characteristics of the patients. There

was no difference between age, menarche age, occupation

of women, BMI, male infertility, infertility type, duration

infertility, and hysteroscopy type in two treatment proto-

cols following hystroscopic septum resection. The total

complications during postoperative treatment were 27.4%.

The present results showed no significant differences be-

tween total complications after hysteroscopic septum re-

section in two postoperative treatment groups (Table 2).

Also, there were no significant differences in spotting,

severity of spotting, duration spotting, and headaches be-

tween two postoperative treatments. However there was a

statistically significant difference in self-reported breast

tenderness with two postoperative treatments after hystro-

scopic septum resection (p = 0.0001). 

Discussion

Numerous researchers have accepted hysteroscopic septum

resection as modality for uterine septum removal in infertile

women. However, ways of preventing postsurgical adhesions

Table 1. — Demographic and clinical characteristics of
106 participants.
Variables Total Alternate Constant p-

(n=106) protocol protocol value

n (%) 71 (67.0%) 35 (33.0%)

Age (years) 0.022

< 30 47 (44.3) 37 (52.1) 10 (28.6)

≥ 30 59 (55.7) 34 (47.9) 25 (71.4)

Menarche age (years) 0.166

< 13 33 (31.1) 19 (26.8) 14 (40.0)

≥ 13 73 (68.9) 52 (73.2) 21 (60.0)

BMI (kg/m

2

) 0.587

< 25 34 (32.1) 24 (33.8) 10 (28.6)

≥ 25 72 (67.9) 47 (66.2) 25 (71.4)

Occupation 0.854

Housewife 93 (87.7) 62 (87.3) 31 (88.6)

Work 13 (12.3) 9 (12.7) 4 (11.4)

Duration of infertility (years) 0.134

< 2 65 (61.3) 40 (56.3) 25 (71.4)

≥ 2 41 (38.7) 31 (43.7) 10 (28.6)

Infertility type 0.720

Primary 61 (57.5) 40 (56.3) 21 (60.0)

Secondary 45 (42.5) 31 (43.7) 14 (40.0)

Hysteroscopy type 0.228

Operative 83 (78.3) 58 (81.7) 25 (71.4)

Both 23 (21.7) 13 (18.3) 10 (28.6)

Male infertility 0.465

Yes 29(27.4) 21(29.6) 8(22.9)

No 77(72.6) 50(70.4) 27(77.1)

Table 2. — Complications during postoperative treatment
of hysteroscopic septum resection (n=106).
Variables Total Alternate Constant p-

(n=106) protocol protocol Value

n (%) 71 (67.0%) 35 (33.0%)

Complication

during treatment

29 (27.4) 16 (22.5) 13 (37.1) 0.113

Spotting 29 (27.4) 16 (22.5) 13 (37.1) 0.113

Severity of spotting 0.266

Mild 21 (19.8) 12 (16.9) 9 (25.7)

Moderate 8 (7.5) 4 (5.6) 4 (11.4)

Duration spotting 0. 259

1-5 days 19 (17.9) 11 (15.5) 8 (22.9)

> 5 days 10 (9.4) 5 (7.0) 5 (14.3)

Headache 14 (13.2) 7 (9.9) 7 (20.0) 0.147

Breast tenderness 36 (34.0) 15 (21.1) 21 (60.0) 0.000
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are still lacking certainly [7, 11].

Schrager et al. reported abnormal uterine bleeding as a

common but rarely dangerous side effect of hormonal con-

traception. However, the discontinuation of hormonal con-

traception is a major cause. They also suggested although

hormonal contraception is a common cause of abnormal

uterine bleeding, other causes also need to be considered

[30]. In addition, a study also concluded that oral contra-

ceptives can be given continuously, but be withdrawn every

three to four months (same as alternate therapy) which is

needed to allow endometrial shedding and avoid irregular

bleeding [31].

The present findings are in agreement with a study that

showed breast tenderness in patients with the continuous-

combined hormonal therapy after surgery that reported it

to be higher than in the group of the patients with ralox-

ifene therapy [32]. In addition, a recent research has shown

that conjugated equine estrogens with medroxyproges-

terone acetate doubled the risk of invasive breast cancer

among women with baseline breast tenderness, but had a

smaller effect among women without baseline breast ten-

derness. New-onset breast tenderness was associated with

a higher risk of breast cancer among women assigned to

conjugated equine estrogens with medroxyprogesterone ac-

etate [33].

The present findings showed that self-reported breast ten-

derness during postoperative treatment of hystroscopic sep-

tum resection should be carefully evaluate by surgeons;

therefore, it is suggested that postoperative hormone ther-

apies using estrogen and terminal progesterone can be pre-

scribed and personalized according to patient situation and

surgeon indication because their efficacy has not been

demonstrated in well-designed, accurate randomized, and

precise prospective studies.
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