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Background: Uterus didelphys with imperforate hemivagina is a rare Müllerian anomaly occurring between the 12th and 16th weeks of
gestation. Currently the excision of the vaginal septum is considered the treatment of choice for obstructed hemivagina, conventionally
performed using scissors and scalpel. The hysteroscopic excision of vaginal septum in those with uterus didelphyshas several advantages
including feasibility, availability, effectiveness and preservation of virginity.
Objectives: We aimed to report the benefits of hysteroscopic resection of vaginal septum in patients with uterus didelphys and obstructed
hemivagina.
Patients and Methods: This cross-sectional study was performed in Shiraz University of Medical Sciences including 11 patients with uterus
didelphys and obstructed hemivagina. Hysteroscopic resection of vaginal septum was performed for all patients and the outcomes were
observed.
Results: The mean age of the patients was 14.73 ± 2.3 (range 13-16) years. The most common symptom was cyclic dysmenorrhea. The vaginal
septum was resected safely in all of the patients. The symptoms including cyclic dysmenorrhea and hematometra resolved after 3 months.
Conclusions: Hysteroscopic resection of the vaginal septum is an available, feasible, convenient, and effective tool in the management of
uterus didelphysplus obstructed hemivagina which enables the surgeon to preserve the hymen integrity.
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1. Background
Uterus didelphys with imperforate hemivagina is a
rare Müllerian anomaly occurring between the 12th and
16th weeks of gestation. This anomaly is formed secondary to separation of the Müllerian duct accompanied by
asymmetric obstruction of mulerean duct (1, 2). This defect may manifest itself as a duplication of all or part of
the female reproductive system. The obstruction of one
hemivagina will block the outflow, resulting in complications such as hematocolpos, infection and hematometria which may affect fertility by means of endometriosis
and pelvic inflammatory disease (3). The most common
clinical presentation is pelvic pain initiating shortly after the menarcheignition associated with a vaginal or
pelvic mass and normal menstrual periods. It presents
rarely with abnormal vaginal discharge, infertility, acute
abdominal pain, vomiting, and fever (3-5). When the obstruction is removed, both the dilated uterus and corresponding tube recover their normal functions. Therefore,
early diagnosis and treatment is the most important issue for preservation of fertility (1, 2).
Currently the excision of the vaginal septum is considered the treatment of choice for cases of obstructed

hemivagina, conventionally performed using scissors
and scalpel (3-5). The procedure is technically difficult
to perform in adolescents due to the restricted vaginal
area. Frequently a high septum may be fused to the entire vaginal wall (1). In addition, the virginity could not
be preserved via this method (6); thus, several studies
have utilized hysteroscopy to treat uterus didelphys with
obstructed hemivagina (7-12). The hysteroscopic excision
of vaginal septum in uterus didelphyshas several advantages, including feasibility, availability, effectiveness and
preservation of virginity (6). The procedure has been previously described in single cases (7-12).

2. Objectives

In this study we report the procedure and outcome of
11 patients with diagnosis of uterus didelphys with obstructed hemivagina undergoing hysteroscopic resection of the vaginal septum.

3. Patients and Methods

This study is a case series of 11 patients with uterus didel-

Implication for health policy makers/practice/research/medical education:
Hysteroscopic resection of the vaginal septum is an available, feasible, convenient, and effective tool in the management of uterus didelphys and obstructed hemivagina which enables the surgeon to preserve the hymen integrity.
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phys with obstructed hemivaginaaged 13 to 16 years, who
were referred to Zeynabieh hospital, a tertiary healthcare
center affiliated to Shiraz University of Medical Sciences
and a private hospital between August 1996 and September 2011. All the patients presented with obstructive
symptoms and signs and were further diagnosed to suffer from uterus didelphys and obstructed hemivagina.
The study protocol has been approved by institutional
review board and ethics committee of Shiraz University
of Medical Sciences and all the patients filled in written
informed consent before recruitment. Ultrasonographic
examination revealed two distinct uteri and a cystic mass
along the lateral wall of vagina. All the patients were
scheduled for hysteroscopic resection of vaginal septum
after complete history taking and physical examination.
All the patients underwent general anesthesia with the
same protocol. Hysteroscopy was performed by one laparoscopic gynecologist without using speculum or tenaculum. For endoscopy, a 3.5-mm mini-hysteroscope Karl
Storz, Germany (was used to preserve the integrity of the
hymen; Normal saline was used as a medium distending
factor. Because of the large bulging mass, vaginal space
appeared narrowed. An endoscopic vaginal exploration
showed the presence of one uterine cervix at the open
vaginal side. The obstructed vaginal septum and the
mini-hysteroscope tip were discriminated from the fluidfilled vagina. To confirm the bladder position and avoid
bladder injury, the bladder was filled with normal saline
after inserting a 16F Foley catheter. The vaginal septum
was punctured approximately in the middle of the septum and hematocolpous. Sometimes a pussy discharge
with old menstruation blood was drained from the punctured vaginal septum. Subsequently, without disrupting
the hymen, an 8.7 mm resectoscope was inserted into
the vagina, and an electrolyte-free 5:1 sorbitol/mannitol
solution was used as medium dissector. Through the
punctured site, we dissected the vaginal septum using a
cutting electrode loop until the diameter of the opening
reached about 4 cm. After vaginal septum dissection, the
vaginal space had become enlarged and the other cervix
was clearly visible. The operation took about 20 minutes.
Intervention was simple and completely bloodless. All
the patients were transferred to recovery unit postoperatively and then to gynecologic ward. Vital signs and
vaginal bleeding was checked postoperatively till stability and the patients were discharged from the hospital 24
hours after the operation.

4. Results
The mean age of the 11 patients with uterus didelphys
and obstructed hemivagina was 14.73 ± 2.3 (range 13-16)
years. The most common presenting symptom was severe dysmenorrhea. All patients had a history of regular
menses with cyclic pelvic pain. The most common finding in pelvic ultrasonography was hematocolpos with
hematometrea. Intravenous uretrography (IVU) revealed
2

ipsi-lateral renal agenesis. All the patients had uneventful hospital stay. In long-term follow-up (1 year) all the patients were symptom-free and without recurrence.

5. Discussion
The specific association of uterus didelphys, obstructed
hemivagina, and ipsilateral renal agenesis was diagnosed
as early as 1922. Although the exact etiology of this specific syndrome is unknown, the consistent association
of unilateral renal agenesis and obstructed hemivagina
support the hypothesis that the syndrome represents an
aberrancy of wolffian (mesonephric) as well as müllerian
(paramesonephric) duct development (11). Obstructed
hemivagina and ipsilateral renal anomaly is usually discovered at puberty, shortly after menarche, because of
the cyclic, increasing lower abdominal pain secondary
to hematocolpos resulting from long-standing, retained,
partially clotted menstrual blood in the obstructed hemivagina (1, 2). Surgical resection of the vaginal septum remains the treatment of choice for the uterus didelphys
with an obstructed hemivagina (1). The conventional
method for vaginal septum resection is accomplished
by utilizing retractors, scalpel, scissors, and sutures. This
requires wide exposure of vagina and disruption of the
hymen integrity. In addition, technical limitations including restricted surgical field and lack of appropriate
view of the surgical site worsen the outcome of the operation (13). Hysteroscopic resection of vaginal septum has
been shown to be an easy, safe, and effective alternative to
the traditional method (7-12). This modality enables the
surgeon to preserve the virginity, and provides him/her
with excellent view of the surgical site. The limitation of
this modality is that it requires high surgical skills and
experience. In this study we reviewed the outcome of this
procedure in 11 patients suffering from uterus didelphys
with an obstructed hemivagina and demonstrated that
hysteroscopic resection of vaginal septum in these patients is a feasible, available, effective and safe method
with favorable outcomes. The virginity could easily be
preserved which is an important parameter for the patients, especially in Middle East countries, which is of
high social and cultural concerns and has high impact on
physical, psychological and self-confidence of the patient
(as virginity is a very important parameter in marriage in
Middle East countries). Most of the patients avoid vaginal
examination and procedures because of their tendency
to preserve their virginity. It has been demonstrated that
the acceptance of hysteroscopy among the virgin adolescence is about 78% (6). Thus hysteroscopy could be the
best method for treatment of uterus didelphys with an
obstructed hemivagina regarding preservation of virginity. To the best of our knowledge this is the first case series reporting several cases of hysteroscopic resection of
vaginal septum of uterus didelphys with an obstructed
hemivagina. In addition, this is the first report from Iran.
The symptoms of all the patients resolved within 3
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months of operation and all of them were symptom free
at 12 months. No recurrences were recorded at 12 months’
follow-. We also did not record any complication including hematometra and/or hematocolpos in cases of uterus
didelphys and obstructive hemivagina after resection of
the vaginal septum, which indicates the simplicity and effectiveness of this method. In conclusion, hysteroscopic
resection of the vaginal septum is an available, feasible,
convenient, and effective tool in the management of
uterus didelphys and obstructed hemivagina which enables the surgeon to preserve the hymen integrity.
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