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Septate uteri have been associated with adverse pregnancy outcomes including spontaneous abortion, preterm delivery, and
malpresentation. It is unclear if uterine septa are associated with infertility. Although some studies have shown improved
pregnancy outcomes after septum resection, indications for resection are not well established. We describe a case of a woman
with a large partial uterine septum diagnosed during workup for infertility who conceived without septum resection. Both of her
subsequent pregnancies were initially breech presentations for which the patient underwent external cephalic version followed
by full-term vaginal deliveries. This case adds evidence that an unresected uterine septum should not be considered a
contraindication to external cephalic version.

1. Introduction

Congenital uterine anomalies are common in the general
population, with an estimated incidence ranging from 1 to
15 per 1000 women [1]. They occur due to disruptions of
Mullerian duct development between the 6th and 11th weeks
of gestation [2, 3]. A septate uterus is a uterus divided by a
longitudinal band of tissue that may extend from the uterine
fundus partially or completely to the cervix. There is no uni-
versally accepted definition of a uterine septum. The Ameri-
can Society for ReproductiveMedicine defines a septum as an
indentation greater than 1.5 cm depth that forms an angle
less than 90 degrees [4]. The classification system presented
by the European Society of Human Reproduction and
Embryology and the European Society for Gynecological
Endoscopy defines a septum as an internal indentation
greater than 50% of the uterine wall thickness [5]. Diagnos-
ing a uterine septum requires assessment of the anatomy of
the uterine cavity and external uterine contour to distinguish
a uterine septum from a bicornuate uterus. The uterine cavity
can be assessed with transvaginal ultrasound, hydrosono-
gram, hysterosalpingogram, hysteroscopy, and/or MRI. The

external uterine contour can be assessed with 2D or 3D trans-
vaginal ultrasound, MRI, or laparoscopy [2, 4].

A septate uterus is clinically significant because it has been
shown to be associated with adverse pregnancy outcomes
including spontaneous abortion, preterm delivery, andmalpre-
sentation [4, 6]. Although there is inconclusive evidence on the
association of septate uteri and infertility, studies have shown
that septum removal can improve pregnancy rates [4, 7–9].

There is limited data to guide management of breech pre-
sentation in women with a uterine septum. A recent Practice
Bulletin by the American College of Obstetricians and Gyne-
cologists (ACOG) on external cephalic versions (ECVs) does
not discuss considerations related to women with uterine
septa [10]. Varying rates of ECV success have been reported
in the general obstetric population. A meta-analysis of 85
studies reported a pooled success rate of 58% [11–14].
Although ECVs play a significant role in reducing cesarean
delivery rates, there is limited data on ECV success rates in
women with uterine abnormalities.

This case is an example of a woman with a large partial
uterine septum and primary infertility who conceived natu-
rally and had two full-term vaginal deliveries. Both vaginal
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deliveries were achieved after ECVs performed for breech
presentation.

2. Case Presentation

The patient initially presented as an 18-year-old nulligravida
with a chief complaint of 2 years of infertility and a known
uterine septum. Gynecological history was significant for
menarche at the age of 13, regular monthly menses, and a
history of treated chlamydia. She had a history of congenital
pulmonary stenosis treated with 2 angioplasties and hyperten-
sion managed with losartan. Her most recent echocardiogram
showed an ejection fraction of 60-65% and no significant val-
vular disease.

On examination, she was 165 cm tall and weighed 58 kg
with a BMI of 21 kg/m2. Her vital signs were normal. A pelvic
exam showed an anteverted, 8-week size uterus. Transvaginal
ultrasound revealed a uterus measuring 7:1 cm length × 8:1
cmwidth × 4:6 cm depth with normal appearing ovaries.
On 3D transvaginal ultrasound, the uterine septum had a
2 cm deep indentation with an angle of 65° (Figure 1). A hys-
terosalpingogram showed two uterine cornua with normal
appearing and patent fallopian tubes (Figure 2). Laboratory
studies were unremarkable and included an estradiol level of
81pg/mL, a follicle stimulating hormone level of 2.8mIU/mL,
a luteinizing hormone level of 11.1mIU/mL, and a thyroid
stimulating hormone level of 0.860μIU/mL.

She conceived her first pregnancy spontaneously 2
months after the hysterosalpingogram was performed. Part
of the uterine septum can be seen on an 18-week obstetrical
ultrasound performed in this first pregnancy (Figure 3). Dur-
ing her first pregnancy, she was diagnosed with preeclampsia
with severe features at 37 weeks of gestation at an outside
hospital. An ECV was performed, followed by induction of
labor and an uncomplicated vaginal delivery.

The patient then conceived her second pregnancy spon-
taneously 4 months after her first delivery. She received pre-
natal care by an outside clinic that does not offer ECVs and
was referred to our obstetrical triage unit for the procedure.

On presentation to our hospital, she was a 20-year-old grav-
ida 2 para 1001 at 37 weeks and 6 days of gestational age with
confirmed breech presentation and a posterior placenta. The
estimated fetal weight by ultrasound was 3003 grams, and
maximum vertical amniotic fluid pocket was 5.7 cm. Risks
and benefits of an ECV were discussed with the patient,
and consent was obtained. At 38 weeks and 0 days, an ECV
was performed in the operating room under epidural anes-
thesia with administration of 0.25mg subcutaneous terbuta-
line. The fetus was in frank breech position with the fetal
head in the maternal right upper quadrant and back facing

Figure 1: 3D transvaginal ultrasound prior to conception
demonstrates a large uterine septum. There is no fundal indentation
seen.

Figure 2: Hysterosalpingogram demonstrating two uterine cavities
with patent fallopian tubes. It is not possible to differentiate between
a septate uterus and a bicornuate uterus from this image because the
presence or absence of a fundal indentation cannot be observed.

Long uterus right

Figure 3: This transabdominal ultrasound image shows a right
parasagittal plane at 18 weeks of gestation during the first
pregnancy. A posterior placenta can be seen. Part of the uterus
which appears to be a portion of the septum is seen anteriorly
abutting the fetal head.
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up and to the maternal left. The fetal rump was elevated out
of the pelvis while pressure was simultaneously applied to the
fetal head to direct it towards the pelvis. The ECV was suc-
cessful on the second attempt, and anti-D immune globulin
was administered after the procedure.

After the ECV, the patient was discharged home and
scheduled to return for induction of labor at 39 weeks 0 days.
When she returned for induction of labor, breech position
was again observed by ultrasound. An epidural was placed,
ECV was performed again in the operating room easily and
without complications, and the patient was transferred to
labor and delivery for induction of labor. During labor, the
patient was diagnosed with preeclampsia with severe blood
pressures and started on magnesium sulfate for seizure
prophylaxis.

A singleton male in cephalic position was delivered vagi-
nally at 39 weeks 2 days of gestation weighing 3510 grams
with Apgar scores of 8 at 1 minute and 9 at 5 minutes. After
delivery of the fetus and placenta, there were retained mem-
branes that did not deliver with gentle traction. Manual uter-
ine exploration revealed membranes firmly adhered in the
right cornu which was felt to have contracted around the
membranes holding them in place. The membranes were
removed manually with traction. Manual uterine exploration
afterwards revealed a thick uterine septum consistent with
previous 3D TVUS and hysterosalpingogram findings. The
postpartum course was uncomplicated, and another dose of
anti-D immune globin was administered on postpartum
day 2 since the infant was Rh positive. The mother and infant
were both discharged on postpartum day 2.

3. Discussion

Septate uteri constitute roughly 35% of congenital uterine
abnormalities, making them the most common type of Mul-
lerian anomaly [15]. In spite of this, there is still much debate
surrounding its pathophysiology, diagnosis, and treatment.
In cases of breech presentation and a septate uterus, there
are no specific guidelines for management.

Prior studies have found evidence that hysteroscopic sep-
tum incision may improve clinical pregnancy rates and
improve outcomes with some researchers proposing that
improvement may be due to uterine cavity remodeling into
a normal size and shape postoperation [4, 16–18]. However,
a recent randomized controlled trial found compared to
expected management, septum resection did not improve
live birth rates, decrease pregnancy loss, or decrease preterm
birth rates. One uterine perforation occurred in a patient ran-
domized to septum resection. This study was limited by a
sample size of 40 in each group [19].

There is a lack of guidance onmanagement of breech pre-
sentation in patients with uterine abnormalities. There is evi-
dence that ECVs are more successful in patients of older age,
higher parity, higher amniotic fluid index, posteriorly posi-
tioned placentas, and low bladder volume [13, 20]. However,
studies often exclude patients with uterine abnormalities [12,
13]. Although there are several reported cases of successful
and unsuccessful ECV attempts in women with uterus didel-
phys, there is much less information on ECV attempts in

women with septa [21–23]. This case demonstrates that
ECVs can be successfully completed in patients with uterine
septa. Future research into ECV should consider including
patients with uterine abnormalities and reporting outcomes
for these cases to better understand success rates.

In this case, the fetus reverted back to breech position
after the first successful ECV. One large retrospective study
found that reversion after successful ECV occurred in about
2% of cases [24]. It is unknown if this rate differs in cases of
uterine malformations. ACOG recommends considering a
retrial of ECV in cases where the fetus reverts to breech and
reports that there is no evidence to support induction of labor
after an ECV prior to 39 weeks [10]. One recent study found
that a second ECV after a successful first ECV with spontane-
ous reversion was successful in approximately 75% of cases
but resulted in a higher rate of cesarean deliveries as com-
pared to patients with a successful first ECV and no rever-
sion. However, patients with uterine malformations were
not included in this study [25].

Further research into ECV reversion rates in cases of
uterine malformation will help guide management in this
subset of patients. For example, if the rate of reversion is
higher in cases of uterine malformations, it may be better to
schedule ECV at 39 weeks (rather than 37 or 38 weeks) with
a plan to induce labor if the version is successful or deliver by
cesarean section if unsuccessful.

In summary, we present a case of a woman with an unre-
sected large partial uterine septum who had two term vaginal
deliveries after ECVs. Although septum resection has been
shown to reduce the risk of obstetrical complications, more
information is needed on how septum size and shape impacts
these risks. Although more studies that include women with
uterine abnormalities are needed to create guidelines, our
case suggests that a large partial uterine septum should not
be considered a contraindication to ECV.

Data Availability

No data were used to support this study.

Consent

The patient has given written informed consent for the case
to be published. All information has been deidentified to pre-
serve confidentiality.
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