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Abstract 
We reported the reproductive outcome of 28 patients with septate uterus who 

underwent hysteroscopic metroplasty between August 1994 and October 1999 at Ramathibodi 
Hospital. The majority of septa were partial. Most of the patients had recurrent pregnancy 
losses. Division of the septum was performed with scissors in 7, a new device of Versapoint 
bipolar electrode in 10, and by means of resectoscope in 11 patients. The operating time 
varied from 45 to 70 minutes with an average time of 50±5.5 minutes which included 
the time for laparoscopy. The blood loss during the operation was minimal. All 28 patients 
were discharged a few hours after the operation. There were no serious complications 
attributed to this study. Most of the patients had minor spotting but no significant bleeding 
for a few days after hysteroscopic surgery. Of the 28 patients, 4 patients have not tried to 
conceive because of personal reasons, and the other 5 patients were lost to follow-up. Fifteen 
patients who had postoperative hysterosalpingograms, demonstrated a normal uterine cavity. 
There were a tota~ of 20 pregnancies after a mean period of 24±1.4 (range 6-42) months 
following hysteroscopic treatment, of which 15(75.0%) were carried to term, 3(15.0%) were 
spontaneous abortions, and 2(1 0.0%) are in progress. The rate of pregnancy wastage in the 
post-treatment group was 15 per cent compared with 96.3 per cent in the pretreatment 
group. 
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Uterine anomalies resulting from failure 
of the mullerian ducts to fuse or canalize are 
known to interfere with normal reproduction in 
about 20-25 per cent of the patients with these 
conditions·(!). Among the different types of 
structural uterine anomalies, the septate uterus is 
the most common(2,3), and associated with the 
poorest reproductiv~ outcome, with fetal survival 
rate of 6-28 per cent and a spontaneous miscar­
riage rate of 60 per cent(4). It also is the one type 
that is most amenable to simple hysteroscopic 
treatment. 

Surgical correction of the septate uterus 
has been traditionally limited to transabdominal 
metroplasty entailing perioperative and posto­
perative morbidity involved with any laparotomy 
and the risk of pelvic adhesion formation that 
can cause secondary infertility(5). Hysteroscopic 
metroplasty offers several advantages over abdo­
minal metroplasty. It avoids the laparotomy 
and the uterine incision. This results in reduced 
morbidity and eliminates the need for elective 
cesarean section at delivery. Patients need only a 
brief hospitalization postoperatively(6-8). 

The purpose of our study was to present 
the initial reproductive outcome of hysteroscopic 
treatment of septate uterus in 28 patients at Rama­
thibodi Hospital. 

MATERIAL AND METHOD 
Hysteroscopic treatment of septate uterus 

was performed in 28 patients at Ramathibodi 
Hospital between August 1994 and October 1999. 
Ten patients had suffered from recurrent sponta­
neous frrst-trimester losses. Sixteen had recurrent 
pregnancy losses in the second trimester. One had 
previous history of premature delivery. One patient 
had suffered from long duration of primary infer­
tility. The age of the patients ranged from 18-39 
years and the mean age was 29.5±1.9 years. Each 
patient had a preoperative hysterosalpingogram 
(HSG) demonstrating either a septate or bicornuate 
uterus. Only those patients with a septate uterus 
were included in this study. All patients had 
an intravenous pyelography to rule out urologic 
anomaly. 

Preoperative investigation for those who 
had recurrent pregnancy losses included complete 
blood count, urine analysis, HSG, basal body 
temperature, midluteal serum progesterone, thyroid 

function tests, fasting blood sugar, and chromoso­
mal analysis. Chromosomal analysis was performed 
in patients who had more than two pregnancy 
losses. 

Hysteroscopic metroplasty combined with 
concomittant laparoscopy was carried out mostly 
during the follicular phase of the cycle under 
general anesthesia using propofol as total intra­
venous anesthesia (TIV A). A rigid 26 mm hystero­
scope (Karl Storz GbmH & Co., Tuttlingen, Ger­
many) was used. The uterine cavity was distended 
for visualization using 1.5 per cent glycine solu­
tion at an insufflation pressure of 100 mm Hg 
with the fluid balance being carefully monitored. 
For thin septum, division of the septum was 
carried out by either semirigid microscissors or a 
new device of Versapoint bipolar electrode. For 
wide septum, metroplasty was made by resecto­
scope. The glycine soluton was changed to a 
physiologic normal saline for distending the uterine 
cavity when Versapoint bipolar electrode was 
used for division of the septum. 

For the scissors, after observation of the 
septum and identification of each tubal ostium, the 
septum was incised starting at its lowest point 
approaching the fundus. 

For the Versapoint bipolar electrode, an 
incision was made from one cornu down the 
septum, then across the septum. Next, beginning 
at the opposite cornu, the same procedure was 
done until a flat fundal area was visualized and 
each tubal ostium could be seen in the panoramic 
hysteroscopic view. 

For resectoscope, the resection was made 
along each side of the septum alternately, gra­
dually thinning the septum until a short broad 
notch remained that was then incised beginning at 
one cornual end and progressing to the other. 

The incision was considered complete 
when a normal cavity was obtained, the hystero­
scope could be moved freely from one tubal ostium 
to the other, and bleeding occurred from the small 
vessels of the fundal myometrium. The panoramic 
view should review the fundus and each tubal 
ostium. Prophylactic doxycycline 100 mg twice 
a day was given to all patients for 7 days. 

RESULTS 
28 cases of hysteroscopic treatment of 

septate uterus were reported. The majority of septa 
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were partial. Most of the patients had recurrent 
pregnancy losses. Ten patients had suffered from 
spontaneous first-trimester losses. Sixteen had 
pregnancy losses in the second trimester. One had 
a previous history of premature delivery. One 
patient had suffered from a long duration of 
primary infertility. Division of the septum was 
performed with scissors in 7, Versapoint bipolar 
electrode in 10, and by means of resectoscope in 
11 patients. The operating time varied from 45 to 
70 minutes with an average time of 50±5.5 
minutes which included the time for laparoscopy. 
The blood loss during the operation was minimal. 
All patients were told to use barrier methods of 
contraception for two months after hysteroscopic 
treatment. Of the 28 patients, 4 patients have not 
tried to conceive because of personal reasons, 
and the other 5 patients were lost to follow-up. 
Fifteen patients who had postoperative hystero­
salpingograms, demonstrated a normal uterine 
cavity. None was evaluated by repeat hystero­
scopy. There were a total of 20 pregnancies after 
a mean period of 24±1.4 (range 6-42) months 
following hysteroscopic treatment, of which 15 
(7 5. 0%) were carried to term, 3 (15. 0%) were 
spontaneous abortions, and 2( 10.0%) are in 
progress. The rate of pregnancy wastage in the 
post-treatment group was 15 per cent compared 
with 96.3 per cent in the pretreatment group. All 
28 patients were discharged a few hours after 
the operation. There were no serious complica­
tions attributed to this study. Most of the patients 
had minor spotting but no significant bleeding for 
a few days after hysteroscopic surgery. 

DISCUSSION 
Hysteroscopic metroplasty has become an 

accepted procedure for the treatment of uterine 
septa. It has proved to be a safe and effective 
alternative to a laparotomy for the treatment of 
this condition(9). Several different methods and 
instruments for the hysteroscopic metroplasty of 
uterine septum have been applied by different 
investigators, including semirigid microscissorsO), 
resectoscope(8), and laser(6). In our series 
hysteroscopic metroplasties were performed with 
hyst~roscopic scissors in 7, with a new device of 
Versapoint bipolar electrode in 10, and by means 
of resectoscope in 11 patients. 
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Surgical metroplasty in women with 
recurrent miscarriage has been found to improve 
subsequent reproductive outcome. Candiani et al(5) 
investigated the reproductive prognosis after 
abdominal metroplasty in 73 women with septate 
uterus and found that the conception and the term 
pregnancy rate were 91 and 70 per cent respec­
tively. Hickok LR(8) treated 40 patients with 
uterine septa by hysteroscopic resection. The rate 
of preoperative pregnancy loss was 77.4 per cent. 
After hysteroscopic septum resection, 21 patients 
reported a total of 22 pregnancies with an 18.5 per 
cent miscarriage rate. 

The overall reproductive outcome in this 
study is similar to that reported by others(5,8,10). 
We found that a successful pregnancy salvage 
rate was significantly improved in patients with 
septate uterus treated by hysteroscopic metro­
plasty. The rate of pregnancy wastage in the post­
treatment group was 15 per cent compared with 
96.3 per cent in the pretreatment group. 

Perino et al( 11) reported that the average 
time of hysteroscopic metroplasty in 24 patients 
required 20 minutes compared with this study 
which required 50 minutes. This difference may 
be attributed to the training of our rotating resi­
dents and fellows of the Division of Reproductive 
Medicine. 

The distention medium for operative 
hysteroscopy using monopolar devices is usually 
a non-electrolyte containing solution of 1.5 per 
cent glycine. This medium may be associated 
with fluid overload including hyponatremia and 
subsequent cerebral edema02). Versapoint bipolar 
electrode which is a new device for performing 
operative hysteroscopy can be used with a disten­
tion medium of a physiologic electrolyte contain­
ing solution of normal saline. Larger volumes of 
normal saline may be absorbed with less risk of 
fluid overload(13). In the present study, 10 patients 
were treated with Versapoint bipolar electrode 
using normal saline as the distention medium 
instead of 1.5 per cent glycine. We found the 
Versapoint bipolar electrode to be an effective 
instrument for transecting the uterine septum 
without complication particularly fluid overload. 

Potential complications of hysteroscopic 
metroplasty are uterine perforation with or without 
thermal damage to internal viscera, hemorrhage, 



Vol.84 No.2 HYSTEROSCOPIC METROPLASTY IN SEPTATE UTERUS 169 

infection, and fluid overload from the distention 
mediaC14). There were no serious complications 
in all 28 procedures. 

SUMMARY 
Hysteroscopy is a useful method of choice 

to diagnose, classify and treat patients with septate 
uterus. Hysteroscopic metroplasty is a safe, simple 

and effective procedure for the correction of the 
septate uterus with reproductive failure. 
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