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Case Report
The use of the hysteroscopic and laparoscopic balloon
method for a case of a complete uterine septum
with a longitudinal vaginal septum
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Abstract: Complete uterine septum is a very rare complete septal uterine malformation. Hysteroscopy and laparoscopy combined with balloon treatment for a complete uterine septum with a longitudinal vaginal septum. The
uterine perforation in this case was due to excessive injection of water into the balloon. The repair was performed
under the laparoscope. After the resection, the left fallopian tube ostium was visible, and the right fallopian tube
ostium was deep and seemed visible. We recommend that a balloon gradually injected with methylene blue be used
as a reference point prior to uterine septum resection.
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A uterine septum is a common uterine malformation that may be completed (the longitudinal
septum terminates below the internal cervical
opening) or incomplete. A complete uterine
septum combined with a longitudinal vaginal
septum is comparatively rare, and the degree
of surgical difficulty is greater [1]. Here, we
report one case of treatment using the hysteroscopic and laparoscopic balloon method for a
complete uterine septum with a longitudinal
vaginal septum. The treatment involved an
intraoperative uterine perforation and a subsequent laparoscopic repair to complete the surgery. The specifics are described below. The
study was approved by The First Affiliated
Hospital of Chongqing Medical University Ethics
Committee.
The patient, female and 31 years of age, was
found to have a uterine septum for more than
seven years and was hospitalized on July 9,
2017. Her menstruation was regular with a
menstrual period of 7 days and a cycle of 28
days. A B-mode gynecological ultrasound from
more than seven years prior indicated an uterine septum. A hysteroscopic examination in

January 2016 revealed a complete longitudinal
septum of the vagina and a complete septum of
the uterus. Pelvic cavity magnetic resonance
imaging (MRI) was performed; it indicated that
the crest of the longitudinal septum inside the
uterine cavity reached the internal cervical ostium, consistent with a complete uterine septum.
The patient’s gravidity-4/Parity-0 (G4P0) history
included an abortion more than 11 years prior,
two spontaneous abortions, and one ectopic
pregnancy treated with methotrexate (MTX). A
gynecological examination revealed a longitudinal vaginal septum dividing the vagina into two
parts. The left external vaginal opening was
small, and visualization of its cervix was
difficult.
On July 12, 2017, hysteroscopic and laparoscopic uterine septum resection, longitudinal
vaginal septum resection, left mesosalpinx cyst
resection, and lysis of pelvic adhesions were
performed under general anesthesia. During
the laparoscopy, a small amount of free bloody
fluid was observed in the pelvic cavity. The
anterior uterus was normal in size, and the left
mesosalpinx was enclosed in a 3 cm cystic
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Figure 1. The uterus perforation is seen in the right
uterine fundus, (red round).

Figure 3. The residual septum (white arrow) is seen
clearly after the saccule is cut.

Figure 2. An incision was made on part of the longitudinal septum using a needle electrode, the white
arrow is the balloon catheter and the black arrow is
the septum.

mass and adhered to the pelvic cavity. The pelvic cavity adhesion was separated, and the left
mesosalpinx cyst was resected.
The longitudinal vaginal septum was completely resected from the external vaginal opening to
below the cervix, exposing the external ostium
of both cervices. No. 6-10 uterine dilators were
used to expand the left cervix and the uterine
cavity, though there were difficulties during
entry. Electrocision was performed on the bulging longitudinal septum on the right wall for 2
cm, but entry into the right uterine cavity did
not occur. A catheter was placed in the right
uterine cavity, and 5 mL of physiological saline
was injected into the balloon. The left and right
sides of the uterine cavity were not connected.
Once again, 10 mL of physiological saline was
injected. The right uterine cavity balloon was
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visualized under the laparoscope, and uterine
perforation was considered (Figure 1). The fluid
in the balloon was extracted, and a uterine
repair was performed under the laparoscope.
Once again, the right uterine cavity balloon was
injected with 5 mL of methylene blue. The left
uterine cavity was observed to deviate to a projection on the left, and it was considered to be
the longitudinal septum. An incision was made
on part of the longitudinal septum using a needle electrode, and methylene blue was seen
flowing out from the left uterine cavity (Figure
2). Using the right uterine cavity catheter as an
indicator, the uterine septum was found to
extend from the external cervical ostium to the
fundus of the uterus (Figure 3). The uterine
septum was incised with the bilateral fallopian
tube ostium as the upper margin and the internal cervical ostium as the lower margin, and
the cervical septum was preserved. After the
resection, the left fallopian tube ostium was
visible, and the right fallopian tube ostium was
deep and seemed visible. The balloon placed in
the uterine cavity was injected with 5 mL of
water for compression. The vagina was packed
with a large sheet of gauze for compression
hemostasis.
The patient received postoperative anti-inflammatory treatment. The vaginal gauze was
removed one day after surgery. The uterine cavity drainage tube was removed three days after
surgery, and the patient was discharged. At
the two-month postoperative hysteroscopic reInt J Clin Exp Med 2019;12(4):4439-4442
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examination, the morphologies of the vagina
and the uterine cavity were normal.
Discussion
Uterine septa account for approximately 80%90% of uterine malformations, and 5% of uterine septa are combined with longitudinal vaginal septa [1]. One study showed that [2] uterine
septa may not be the real cause of infertility;
there was no statistically significant difference
in the incidence of infertility between uterine
septum patients and the total population. The
live birth rate for first pregnancies among preoperative uterine septum patients is approximately 61.5% [3]. In the myometrium of the
uterine septum, the smooth muscle cells are
dense and disorganized, disproportionate to
the connective tissues, and accompanied by an
abnormal reduction in the distribution of arterioles, causing incomplete decidualization of the
uterine bed. This affects the normal formation
of the placenta and can trigger uncoordinated
uterine contractions that lead to premature
delivery, miscarriage, and other adverse pregnancy outcomes. Esmaeilzadeh [4] et al. observed a pregnancy rate of 67% and a live birth
rate of 57.5% among infertile uterine septum
patients after septum resection procedures,
and the pregnancy rate was 92.1% when the
male partner was normal. Surgical treatment
should be selected for patients with uterine
malformations who have experienced recurrent
miscarriage, premature delivery, infertility, or
difficulty with sexual intercourse. The patient
in this case had two spontaneous abortions
that might have been related to the uterine
malformation; therefore, surgical treatment
was chosen.
Compared with traditional laparotomy procedures, hysteroscopic and laparoscopic surgery
is simple, easy, minimally invasive, and safe,
but improper operations can easily cause a
uterine perforation, bleeding, and a variety of
other complications. Whether or not a longitudinal septum of the cervical segment increases
cervical relaxation and increases the chance of
miscarriage is still controversial [5-7]. In this
case, preservation of the cervical septum
increased the difficulty of the surgery. At the
same time, the patient’s complete uterine septum in which one side of the uterine cavity
appeared as a blind cavity and overly thick sep-
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tum myometrium made intraoperative identification difficult and made it easy to enter the
myometrium, inducing a false passage. Therefore, the balloon method was used to help identify the longitudinal septum, which aided the
resection. With the laparoscope, one can not
only see and understand the external morphology of the uterus but also know the condition of
the ovaries and pelvic cavity while monitoring
the surgical space to find and promptly treat
perforations, preventing a laparotomy or a second surgery. The uterine perforation in this
case was deemed to be caused by excessive
injection of water into the balloon; it should
instead be gradually increased. In addition, it is
recommended that a balloon injected with
methylene blue be used as a reference point
prior to uterine septum resection.
In summary, hysteroscopy and laparoscopy
combined with balloon treatment for a complete uterine septum with a longitudinal vaginal
septum is simple and safe. Methylene blue
must be gradually injected into the balloon for
the prompt repair of uterine perforations.
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