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INTRODUCTION: Gestation in one horn of bicornuate uterus is a rare form of pregnancy that poses a
diagnostic and therapeutic challenge. Abnormal fusion of the mullerian ducts during embryonic life
results in a variety of congenital uterine malformations. Uterine malformations are estimated in 3-5%
of general population and of which 15-25% have problems with fertility. The incidence of
miscarriage, poor fetal growth, mal presentations and ectopic pregnancies is also more. More than
50% of women with malformed uterus stay asymptomatict:
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pregnancy complications.

Failure of mullerian duct fusion may lead to variety of uterine defects. They are
1) Uterus didelphys -Uterus may be duplicated with two body and two cervices.
2) Septate Uterus -There may be a complete septum through the septum making two uterine
cavities and two cervices.
3) Bicornuate uterus -There may be two separate uterine bodies with one cervix.
4) Unicornuate uterus -One mullerian duct may fail to develop leaving one uterine tube and half
of the body of the uterus.

Infertility 4%

Miscarriage 28 -35%
Pre-Term Delivery 14-23%
Live Birth 57-63%

Reproductive OQutcome in Women
with Uterine Malformations?
Women with uterine anomalies have poor reproductive outcomes and lower pregnancy rates

with the spontaneous or induced with assisted reproductive techniques compared with women with
normal uterus. We present a case of ruptured pregnancy in a bicornuate uterus.

CASE REPORT: A 30 year old G2P1L1 with 6 months of amenorrhea with previous normal vaginal
home delivery reported to our labor ward with severe pain in abdomen and distension in a state of
hypo-volemic shock. There was no history of fever, episodes of vomiting, constipation and no history
of bleeding per vagina. Her previous menstrual cycles were normal and conceived spontaneously.

On general examination, patient was in shock with pulse rate 110 per minute and blood
pressure 90/60 mm of Hg. There was pallor; abdomen was distended with diffuse tenderness with
marked guarding and rigidity. The size of the uterus could not be appreciated correctly. On per
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vaginal examination, the cervix was closed tubular and there was no bleeding. Her hemoglobin was 6
gm. percent, blood group O +ve. Ultrasound revealed hemoperitonium. Patient was resuscitated from
shock and her blood pressure was normalized with supportive treatment with fluids. Adequate blood
arranged and patient was taken for emergency laparotomy. On exploration there was
hemoperitonium and fetus was in the abdominal cavity. Bicornuate uterus was seen with normal
sized intact left horn and right horn showing rupture at fundus and placenta lying attached
posteriorly in the cavity.

The ruptured right horn was cut at the junction with the left horn and then sutured in layers.
Patient was transfused with two units of blood. Patient recovered well and was discharged on Day 10.
She was started on oral contraceptives and was advised to continue for one year.

DISCUSSION: Rupture uterus is a life threatening obstetric problem. Rupture in first or second
trimester generally occurs in congenitally malformed uterus like unicornuate or bicornuate uterus
with or without rudimentary communicating/ non- communicating horn. In our case it was
communicating bicornuate uterus with rupture of right horn. Similar case has been reported by Mane
etal3

Bicornuate uterus is an abnormality with partial non-fusion of the mullerian duct resulting in
central myometrium that can extend as far down as the internal cervical opening. This malformation
makes up approximately 3% of the uterine malformations.3

The malformation in itself is asymptomatic but is associated with increased rate of
reproductive problems including repeated late abortions or miscarriages.

The gold standard diagnostic tool is combination of laparoscopy and hysteroscopy, but MRI
and 3D Ultrasound are considered comparable to laparoscopy/ hysteroscopy as less invasive
alternatives but still with high sensitivity.4

Cornual pregnancy is pregnancy implanted in the upper lateral portion of a bicornuate or
septate uterus.5

In literature, cornual pregnancy is used interchangeably with annular and interstitial
pregnancy.t 7 Annular pregnancy is an intra-uterine pregnancy with a gestation implanted in the
uterine cavity medial to the utero-tubal angle and round ligament. Though it is actually an intra-
uterine pregnancy, annular pregnancy is potentially dangerous condition associated with uterine
rupture often in the second trimester. The clinical course of annular pregnancy is very variable with
some full term pregnancies and spontaneous miscarriages.6

Interstitial pregnancy is an ectopic pregnancy implanted intra-murally in the proximal part of
the fallopian tube lateral to the round ligament. This ectopic pregnancy typically presents and
ruptures before gestation week 12 much like the more common tubal ectopic pregnancy. It is
associated with higher mortality than tubal pregnancies as cornual pregnancy is difficult to diagnose
pre-operatively and is easily confused with tubal ectopic pregnancy or the normal intra-uterine
pregnancy. It is more difficult to differentiate between annular and interstitial pregnancy. The pre-
operative diagnosis of cornual pregnancy is below 70% and more often it is an intra-operative
diagnosis.

CONCLUSION: Uterine abnormalities, though rare can be encountered in pregnancy. Management of
cornual pregnancy depends on many factors including gestational age, hemodynamic status, presence
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of uterine rupture and the patient’s wish for retaining future fertility.> There is need to build capacity
for making an antenatal diagnosis in or to ensure appropriate management
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Fig. 1: INTRAOPERATIVE PICTURE -
RUPTURE OF NON COMMUNICATING HORN
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Fig. 2: INTRAOPERATIVE PICTURE -
SHOWING BOTH THE HORNS

Fig. 3: HEMOPERITONIUM, FETUS,
EXCISED RUPTURED HORN
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