
Introduction

Oblique uterine septum is rare. It was first reported by

Robert [1] in 1970. In the classification of the develop-

mental abnormalities of the female reproductive system,

the European Society of Human Reproduction and Embry-

ology (ESHRE) and the European Society for Gynaeco-

logical Endoscopy (ESGE) classify it as a subtype of

complete septate uterus [2]. The low part of the oblique

uterine septum fuses with one side of the uterine wall oc-

cluding the uterine cavity on that side. Trapped menstrual

blood causes hemi-hematometra with an accompanying

symptoms of progressive dysmenorrhea or abdominal pain.

It is often misdiagnosed as a unicornuate uterus by hys-

terosalpingography or hysteroscopic examination.Tradi-

tionally, the exact diagnosis is established by laparotomy

[3, 4]. The authors present a case of oblique uterine septum

diagnosed and successfully treated by hysteroscopy under

ultrasound and laparoscopic guidance.

Oblique vaginal septum syndrome (OVSS) is a relatively

rare genital tract deformity with an incidence of 0.1%~

3.8% [5] that was first reported in 1922. It is characterized

by the congenital malformations of double uteri, double

cervices, double vaginae, and complete or incomplete vagi-

nal atresia, and is often accompanied by urinary system

malformation on the oblique septum side. In this case, com-

bined hysteroscopy and ultrasound diagnosis and treatment

can achieve satisfactory results. These conditions are now

reported as follows.The study was approved by The First

Affiliated Hospital of Chongqing Medical University

Ethics Committee.

Cases Report

Case 1
Case 1 was a 14-year-old female, who presented on November

15, 2017 with increasing severe menstrual pain and reduced

amount of menstrual blood of five months duration accompanied

by nausea, vomiting, dizziness, headache, and back pain. Her

menses were previously painless, regular every 30-35 days, and

lasted 7-8 days. Menarche occurred at 13 years. A transvaginal

ultrasound revealed left unicornuate uterus with a rudimentary

horn. MRI with three-dimensional uterine reconstruction show-

ing left unicornuate uterus and right non-communicating rudi-

mentary horn with a cavity. A diagnostic hysteroscopy revealed a

long, narrow uterine cavity with an inward protruding right uter-

ine wall. Left tubal ostium was seen, but the right ostium was not

identified.

On November 22, 2017, the patient underwent an operative

hysteroscopy and the results of the previous hysteroscopy was

confirmed (Figure 1). A concomitant transabdominal ultrasound

demonstrated that the right hemiuterus was filled with fluid of

4×2 cm and bulging into the left uterine cavity, suggesting the

presence of a uterine septum. Using a resectoscope with a needle

electrode, the authors made a transverse incision on the bulging
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Summary

Objective: To evaluate the efficacy of hysteroscopy and laparoscopy for oblique uterine septum and oblique vaginal septum. Case Re-
port: There were one patient with oblique uterine septum and another patient with oblique vaginal septum. Case 1 was a 14-year-old

female, who revealed a left unicornuate uterus and right non-communicating rudimentary horn with a cavity. Using a resectoscope with

a needle electrode, the authors made a transverse incision on the bulging area of the septum at the level of the tubal ostium. Case 2 was

a 14-year-old female with a double vagina, large fluid collection in the occluded right hemivagina, and absent of the right kidney. The

authors performed a hysteroscopy, resection of the vaginal septum, and vaginoplasty. Conclusion: Intraoperative ultrasound monitor-

ing can improve surgery safety, with the advantages of lesser amounts of trauma, a good therapeutic effect, fewer complications, less

bleeding, quick recovery, and simultaneous protection of the hymen.
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area of the septum at the level of the tubal ostium. Old blood es-

caped from the opening.The lower edge of the oblique septum

ended on the right wall of the uterus. At the completion of the pro-

cedure, three-cavity tube was inserted into the uterine cavity. The

uterine cavity balloon was inflated with 8 ml of water, and the

cervical balloon with 3 ml of water. A concomitant laparoscopy

did not reveal endometriosis. After surgery, the patient was pre-

scribed oral estradiol valerate 2 mg twice daily from day 1 to 21

of surgery, and medroxyprogesterone acetate orally from day 10

to 21. The drainage tube was removed on postoperative day 5. Re-

peat hysteroscopy two months after the initial surgery demon-

strated normal uterine cavity (Figure 2). Menstruation resumed

normally and the menstrual pain disappeared. 

Case 2
Case 2 was a 14-year-old female with a history of irregular and

prolonged menstrual bleeding of over seven days of four months

duration. Menarche occurred at age 12 years. Menses were pre-

viously regular every 30 days and lasted three days with no pain.

Ultrasound examination revealed two hemiuteri. A large cystic

structure of 68×37×26-mm was seen in the right vaginal wall.

Pelvic MRI with 3D reconstruction showed double uterus, double

vagina with large fluid collection in the occluded right hemi-

vagina and absent of the right kidney. 

On July 26, 2017, the authors performed hysteroscopy, resec-

tion of the vaginal septum, and vaginoplasty. Hysteroscopy was

first performed. It showed a normal left hemi-vagina. A vaginal

septum was seen from medial to the cervix and extending down-

ward until approximately 1 cm from the hymen. The right hemi-

vagina bulged toward the left. Old blood escaped from a pinpoint

opening on the top of the septum (Figure 3). 

A needle electrode was then inserted into the opening and the

authors incised the vaginal septum. More old blood escaped. The

right cervix was now visible. Postoperatively, the menstrual pain

disappeared and MRI was normal.

Discussion

Oblique uterine septum is rare. In this condition, the

uterine cavity is divided into two cavities, and the sep-

tum leans to one side obstructing the hemi-uterus. The

confined blood causes uterine pain, usually after men-

struation [6, 7]. Excessive retrograde menstruation re-

lated to this hematometra predisposes to the occurrence

Figure 1. — Visible left fallopian tube ostium and invisible right

oviduct ostium.

Figure 2. — The uterine cavity is restored (white arrow: remnant

of the oblique septum, black arrows: tubal ostia).

Figure 3. —  Old blood escaping from a pinpoint opening to the

bottom of the septum.
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of endometriosis. As stated in the case report, the authors

first used a laparoscope to examine the pelvic organs.

Then, they excised the uterine septum by hysteroscopy

until both tubal ostia were seen. 

Oblique vaginal septum developed at 6

th

week fetal life,

when the Müllerian duct fuses completely to develop into

uterus, Fallopian tubes and upper vagina. Case 2 demon-

strated the typical characteristics of oblique vaginal sep-

tum syndrome [8]. The appearance of the external geni-

talia was normal, making it difficult make a diagnosis.

The uterus could be double, bicornuate, or septate [9] and

is frequently combined with aplastic or dysplastic kidney,

and is more common on the right side [10]. The present

patient had combined bicornuate uterus and absence of

the right kidney. 

The traditional treatment is by vaginal approach using

a cold knife to cut the septum. It is associated with ex-

cessive bleeding and disruption of the hymen in virgin fe-

males. Other methods are hemi-hysterectomy of the

uterus on the obstructive site, and septum resection com-

bined with vaginoscopy under ultrasound guidance.

Hemi-hysterectomy is a more invasive procedure and re-

duces the probability of pregnancy. Hysteroscopy seems

the most appropriate procedure especially in virgin fe-

males. As previously reported [11], the authors used a

small calibre hysteroscope with a diameter of 4 mm under

an ultrasound guidance.

Acknowledgements

This work was supported by the Ultrasound and MRI de-

partments. The authors appreciate the valuable comments

from other members of their hospital.

References

[1] Robert H.: “Asymmetrical bifidities with unilateral menstrual reten-

tion” Chirurgie, 1970, 96, 796.

[2] Grimbizis G.F., Gordts S., Di Spiezio Sardo A., Brucker S., De An-

gelis C., Gergolet M., et al.: “The ESHE/ESGE consensus on the

classification of female genital tract congenital anomalies”. Hum.
Reprod., 2013, 28, 2032.

[3] Carmen C., Sabine S.: “Menstrual retention in a Roberts uterus”. J.
Ped. Adolesc. Gynecol., 2009, 22, e104.

[4] Liatsikos S.A., Tsikouras P., Souftas V., Ammari A., Prassopoulos

P., Maroulis G., et al.: “Diagnosis and laparoscopic management of

a rudimentary uterine horn in a teenage girl, presenting with

haematometra and severe endometriosis: our experience and review

of literature”. Minim. Invasive Ther. Allied Technol., 2010, 19, 241.

[5] Burgis J.: “Obstructive mullerian anomalies: case report,diagnosis,

and management”. Am. J. Obstet. Gynecol., 2001, 185, 338.

[6] Spitzer R.F., Caccia N., Kives S., Allen L.M.: “Hysteroscopic unifi-

cation of a complete obstructing uterine septum: case report and re-

view of the literature”. Fertil. Steril., 2008, 90, 2016.e17.

[7] Singhal S., Agarwal U., Sharma D., Sirohiwal D.: “Pregnancy in

asymmetric blind hemicavity of Robert’s uterus-a previously unre-

ported phenomenon”. Eur. J. Obstet. Gynecol. Reprod. Biol., 2003,

107, 93.

[8] Hinckley M.D., Milki A.A.: “Management of uterus didelphys, ob-

structed hemivagina and ipsilateral renal agenesis. A case report”. J.
Reprod. Med., 2003, 48, 649.

[9] Fedele L., Motta F., Frontino G., Restelli E., Bianchi S.: “Double

uterus with obstructed hemivagina and ipsilateral renal agenesis:

pelvic anatomic variants in 87 cases”. Hum. Reprod., 2013, 28, 1580.

[10] Tzialidou P.I., von Kaisenberg C.S., Garcia-Rocha G.J.: “Diagnos-

tic challenges of hemihematocolpos and dysmenorrhea in adoles-

cents: obstructed hemivagina,didelphys or bicornuate uterus and

renal aplasia is a rare female genital malformation”. Arch. Gynecol.
Obstet., 2012, 286, 785.

[11] Hemonen P.K.: “Clinical implications of the didelphic uterus: long term

follow up of 49 cases”. Eur. J. Obstet. Gynecol. Reprod. Biol., 2000, 91,

183.

Corresponding Author:

RUI YUAN, M.D.

Department of Obstetrics and Gynaecology

The First Affiliated Hospital of Chongqing 

Medical University

Chongqing, 400011 (China)

e-mail: leaiwen@126.com

660




