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ABSTRACT

Background: Unicornuate uterus with pregnancy in a
rudimentary horn is a rare clinical entity with an incidence of
1in 76000. Its diagnosis requires a high index of suspicion as
it can be very easily missed during a routine ultrasound scan.
Management involves laparoscopically or open resection of
the rudimentary horn and ipsilateral fallopian tube.

Case report: We present a case of a 28-year old female with
pain abdomen and history of intake of abortion pills twice and
previous history of normal vaginal delivery. Initial ultrasound
scans from remote centers were normal. After a thorough
clinical examination, patient was again subjected to a final scan
which revealed ectopic pregnancy. A definitive diagnosis of
leftrudimentary horn pregnancy was made during laparotomy
and resection of a rudimentary horn with ipsilateral salpingoo-
opherectomy was done.

Conclusion: Diagnosis of the rudimentary horn is a challenge.
Early diagnosis is necessary to decrease maternal morbidity
and mortality.
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INTRODUCTION

The incidence of mullerian duct anomalies in is
around 0.5 to 3.2%." non-development or rudimentary
development of a single mullerian duct results in a
unicornuate uterus, prevalence accounting for 2.4 to
1.37% of mullerian duct anomalies.” The prevalence
of unicornuate uterus with rudimentary horn infertile
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women is 1 in 100,000.° The incidence of rudimentary
horn pregnancy is 1 in 76000 pregnancies.* Conception
in anon communicating rudimentary horn is postu-
lated to occur from the transperitoneal migration of
the spermatozoa from the contralateral fallopian tube
or the fertilized ovum from the ipsilateral or con-
tralateral fallopian tube. One needs a high index of
suspicion to diagnose rudimentary horn pregnancy as
it can be easily missed during the routine ultrasound
scan in antenatal followup. Though sporadic cases of
alive infant delivery are reported, most rudimentary
horn pregnancies experience uterine rupture com-
monly around 10 to 15 weeks of gestation, which is a
life-threatening condition.” Here, we report a case of
15 weeks unruptured non communicating rudimentary
horn pregnancy which was initially missed during
ultrasound scans and misdiagnosed as routine pain
abdomen patient and was referred to a general surgeon.

CASE REPORT

A 28-year-old woman came to the surgery out patient
department (OPD) with a history of pain abdomen
since one month. She also gave a history of 3 months
amenorrhea and oral intake of intake of hormonal
pills twice but failed to have menses, for which she
consulted various gynecologists. She had a previous
normal delivery. All her ultrasound scans were normal.
As her pain was not subsiding and scans were normal,
she was referred to a surgeon. On per abdomen exami-
nation, a lump was palpable in left iliac fossa. She was
again subjected to ultrasound examination which
finally revealed 15 weeks live ectopic pregnancy in a
left rudimentary horn. Gynecologist opinion was sorted
out. The patient was counseled regarding the probabil-
ity of rupture uterus, mortality and informed consent
for abdominal exploration was obtained. The abdomen
was opened through a midline incision under spinal
anesthesia, and pregnancy in the non communicating
left rudimentary horn of unicornuate uterus was con-
firmed (Fig. 1). The surgical technique included excision
of the left rudimentary horn with ipsilateral salpingo-
oopherectomy. A fetus of approx 7 cm was found inside
the sac (Fig. 2). The patient remained asymptomatic
in the postoperative period and was discharged on
day five.
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Fig. 1: Intraoperative finding showing
rudimentary horn with a live fetus

Fig. 2: Resected specimen showing rudimentary horn with sac
with the fetus and ipsilateral tube and ovary

DISCUSSION

The prevalence of unicornuate uterus is 0.1% in general
population.® As per American Fertility Society, it is a
Type 2 mullerian anomaly. A unicornuate uterus alone
is Type 2A while with rudimentary horn it is Type 2B.”
More than 90% rudimentary horns are noncommuni-
cating. The urinary tract anomalies are associated with
a unicornuate uterus to the tune of 36% and should
always be searched for.?

Mauriceau’ described the first case of the rudimentary
horn during pregnancy in 1669. Since then, many cases
were described in the literature with variable timing
of rupture ranging from 5 to 35 weeks, depending on
the ability of rudimentary uterine horn musculature
to hypertrophy and dilate to accommodate the fetus.
Diagnosis of the asymptomatic unicornuate uterus
with a rudimentary horn is a challenge, due to low
prevalence and lack of awareness and suspicion among
clinicians and radiologists. Precious time may be lost
due to misdiagnosis or delay in diagnosis, and general

condition of the patient may worsen. The misdiagnosis
was evident in the present case because of unfamiliarity,
but to the patient’s luck, it was managed timely without
any morbidity.

Tsafir et al.!’ suggest ultrasound criteria for early
diagnosis of rudimentary horn pregnancy: (a) pseudo
pattern of an asymmetrical bicornuate uterus, (b) absent
visual continuity between the cervical canal and the
lumen of the pregnant horn, (c) presence of myometrial
tissue surrounding the gestation sac. MRI is the most
useful complementary investigation. However, the
definitive diagnosis is made either by laparoscopy or
laparotomy.

It is important to emphasize that though the
pregnancy lasts longer than tubal pregnancy because of
the variable musculature of the horn, the risk of rupture
of a pregnant rudimentary uterine horn and placenta
accreta in 2nd trimester is very high. In general, 50%
cases rupture in 2nd trimester while 30% go to term
with a 0 to 13% salvage rate.® If an early diagnosis is
made, excision of the rudimentary horn with ipsilateral
salpingectomy, with or without previous medical
treatment is recommended.! If the diagnosis is delayed
and the patient is asymptomatic, the risk and a meager
possibility of term pregnancy with live birth should be
fully explained.” When uterine rupture occurs, urgent
intervention with excision of rudimentary horn and
ipsilateral salpingectomy is mandatory.

In conclusion, our case report is to familiarise surgeons
with this rare but potentially lethal presentation of
rudimentary horn pregnancy that may be misdiagnosed
prior to surgery.
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