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Ruptured Non-Communicating Right Rudimentary Horn Pregnancy
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Pregnancy in non-communicating rudimentary horn is extremely rare and unpredictable
in women who have had a vaginal delivery. It carries grave consequences for the mother
and fetus. The pregnancy usually terminates by rupturing in second trimester. Therefore,
excision of the rudimentary horn and associated fallopian tube advised when diagnosed.

We present a case of ruptured rudimentary horn pregnancy where the diagnosis was
missed by sonogram at 14 weeks gestation and presented as an acute abdomen and
hypovolemic shock. She was managed through emergency lower midline laparotomy
together with simultaneous resuscitation. Excision of the rudimentary horn and the right
fallopian tube was done. The right ovary was conserved. Postoperative recovery was
uneventful.
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Pregnancy in a rudimentary horn of a unicornuate uterus is a very rare condition®. The incidence
of a pregnancy on a rudimentary uterine horn is about 1 in 76,000-1,50,000. A rudimentary horn
usually results from Mullerian duct anomalies in which there are defective fusions or defective
absorption during embryonic life.

The aim of this report is to present a case of rupture non-communicating rudimentary horn of a
unicornuate uterus in a Bahraini woman at 14 weeks of gestation.

THE CASE

The patient was Bahraini teacher, 36 year-old, gravida 5, para 3 and had one abortion. She
presented to the accident and emergency department in shock. She was pregnant with an
estimated gestational age of 14 weeks.

She presented with generalized abdominal pain of 24 hours duration associated with non-
projectile vomiting and diarrhea. She also had dizziness and palpitation. However, there was no
bleeding per vagina. At presentation, she was extremely pale, cold and clammy skin. Her pulse
was 130 beats per minute and blood pressure of 80/50. The abdomen was distended with
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generalized tenderness. There was a mass arising from the pelvis corresponding to the size of 14
weeks pregnancy. The cervix was firm, posterior and the os was closed. There was no active
vaginal bleeding.

Laboratory values were as follows: hemoglobin was 8.2 g/dl; packed cell volume was 20%.
Ultrasonographic evaluation revealed bulky uterus with an empty cavity, placenta and a non-
viable pregnancy of 14 weeks gestation was outside the myometrium. Large intraperitoneal
effusion, suggesting an abdominal pregnancy was revealed.

An urgent lower midline laparotomy was performed together with simultaneous resuscitation of
the patient. Hemoperitoneum of about two liters and a dead fetus with intact amniotic sac
floating in the peritoneal cavity was seen, see figure 1. Right rudimentary horn of the uterus with
5 cm rupture on the superior margin was seen, see figure 2. The placenta was still within the
uterine horn, see figure 3. The cavity of the horn did not communicate with uterine cavity. The
right fallopian tube was of normal length and attached to the rudimentary horn. The right ovary
was normal and attached by its ligament to the rudimentary horn. The uterus was bulky with left
fallopian tube and left ovary attached. Excision of the rudimentary horn and the right fallopian
tube was done, see figure 4. The right ovary was conserved. Postoperative recovery was
uneventful. Her hemoglobin rose on fourth post operative day to 11 g/dl. She was counseled on
family planning and educated on the need for antenatal care and elective cesarean section for any
future pregnancy. Intravenous urography was requested, unfortunately, the patient did not attend
the follow-up visit.
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Figure 1: Fetus with Intact Membranes and the Placenta
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Figure 2: Intra-Operative Photograph Showing the Rudimentary Horn with 5 cm Rupture
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Figure 3: Excised Rudimentary Horn with 5 cm Rupture at the Superior Margin and
Remnants of the Placenta
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Figure 4: Excised Rudimentary Horn with the Fallopian Tube Attached
DISCUSSION

Unicornuate uterus with a rudimentary horn is non-communicating in 83% of cases. The
rudimentary horn results from malformation of the Mullerian duct by failure of complete
development of one duct and incomplete fusion of the other duct.

The maternal mortality rate is 5.1%; although, none was reported after 1960. However, cases of
late and false diagnosis leading to uterine rupture have been reported repeatedly in the recent
literature***,

Some cases were diagnosed only after an attempt to evacuate the uterus for termination of an
incorrectly diagnosed intrauterine pregnancy, indicating that early diagnosis of rudimentary horn
pregnancy (RHP) remains challenging®™*.

Pregnancy in a rudimentary horn is a form of ectopic pregnancy and it can cause mortality or
severe morbidity. The usual outcome of rudimentary horn pregnancy is rupture in the second
trimester in 90% of cases with fetal demise'. In our patient, she presented as emergency with



clinical features suggestive of a ruptured extrauterine pregnancy and was hemodynamically
unstable.

It can occur in both communicating and non-communicating types. In the case of non-
communicating rudimentary horn like our patient had, it is postulated that the fertilization was
possibly due to transperitoneal migration of the sperm*®.

Rudimentary horn has a thin myometrial wall and non-functioning endometrium. This could
result in uterine rupture mainly in the second trimester which can be a life threatening condition.

In our patient, no clue in the patient’s history or clinical condition could raise the suspicion for
abnormal anatomic characteristics and rudimentary horn pregnancy. The diagnosis of ectopic
pregnancy was established when she developed hypovolemic shock at 14 weeks.

Sensitivity in detecting rudimentary horn uterus through ultrasound is only 30% and the
condition is commonly missed'’. Nonetheless, most of the cases remain undiagnosed until it
ruptures and presents as an emergency.

Tsafrir et al have suggested the following criteria for early sonographic diagnosis of RHP*®:
“(1) pseudopattern of an asymmetrical bicornuate uterus, (2) absent visual continuity between
the cervical canal and the lumen of the pregnant horn and (3) the presence of myometrial tissue
surrounding the gestational sac. Additionally, hypervascularization typical to placenta accreta
may support the diagnosis of RHP”.

The non-communicating rudimentary horn rupture was only confirmed intraoperatively and
removal of the rudimentary horn and ipsilateral fallopian tube was done. This was done to reduce
the risk of having another ectopic pregnancy in the future and could also reduce the risk of
dysmenorrhea (as a result of accumulated blood during menstrual cycle and retrograde
menstruation). Therefore, this condition should be diagnosed before conception itself or at least
before rupture occurs and excision of rudimentary horn is advised to prevent life threatening
massive intraperitoneal hemorrhage and maternal mortality™.

Surgical removal of the pregnant horn by laparotomy is the usual method of treatment to avoid
rupture and recurrence of RHP. Recently, different modalities of treatment have been described.
Cases were treated by laparoscopy using various techniques or administration of methotrexate
for termination of an early pregnancy in a rudimentary horn followed by elective laparoscopic
resection?®?*,

Thirty-one percent of patients with mullerian anomalies will also have urinary anomalies with
congenital absence of a kidney; in these cases, it is mandatory to have further assessment before
attempting any future pregnancy as it was advised to our patient®™.

Ninety percent of rudimentary horn pregnancy usually ends with rupture and fetal demise.
However, live birth cases have been reported after cesarean, for pregnancies which have
progressed to the third trimester™.



CONCLUSION

Pregnancy in a rudimentary horn carries great risk of morbidity and mortality. Therefore,
high index of suspicion is warranted to detect this rare and very important complication of
pregnancy before uterine rupture occurs.

Author contribution: All authors share equal effort contribution towards (1) substantial
contributions to conception and design, acquisition, analysis and interpretation of data; (2)
drafting the article and revising it critically for important intellectual content; and (3) final
approval of the manuscript version to be published. Yes

Potential conflicts of interest: None

Competing interest: None Sponsorship: None

Submission date: 3 April 2013  Acceptance date: 15 April 2013

Ethical approval: Approved by Obstetrics and Gynecology Department, SMC, Bahrain.
REFERENCES

1. Tufaila A, Hasmi HA. Ruptured Ectopic in a Rudimentary Horn of the Uterus. J Coll

Physicians Surg Pak 2007; 17(2): 105-6.

Battacharya TK, Senupta P. Rudimentary Horn Pregnancy, MJAFI 2005; 61(4): 377-8.

Heinonen PK: Unicornuate uterus and rudimentary horn. Fertil Steril 1997; 68(2): 224-30.

4. Zaidi J, Carr J. Rupture of Pregnant Rudimentary Uterine Horn with Fetal Salvage. Acta
Obstet Gynecol Scand 1994; 73(4): 359-60.

5. Basbug M, Soyuer I, Aygen E. Placenta Accreta Associated with Rupture of a Rudimentary
Horn Pregnancy. Int J Gynaecol Obstet 1997; 57(2): 199-201.

6. Elsayegh A, Nwosu EC. Rupture of Pregnancy in the Communicating Rudimentary Uterine
Horn at 34 Weeks. Hum Reprod 1998; 13(12): 3566-8.

7. Oral B, Guney M, Ozsoy M, et al. Placenta Accreta Associated with a Ruptured Pregnant
Rudimentary Uterine Horn: Case Report and Review of the Literature. Arch Gynecol Obstet
2001; 265(2): 100-2.

8. Daskalakis G, Pilalis A, Lykeridou K, et al. Rupture of Noncommunicating Rudimentary
Uterine Horn Pregnancy. Obstet Gynecol 2002; 100(5 Pt 2): 1108-10.

9. Kuscu NK, Lacin S, Kartal O, et al. Rupture of Rudimentary Horn Pregnancy at the 15th
Week of Gestation: A Case Report. Eur J Obstet Gynecol Reprod Biol 2002; 102(2): 209-10.

10. Ko-Kivok-Yun P, Pessonnier A, Halasz A, et al. Pregnancy in a Rudimentary Uterine Horn:
Rupture in the 15th Week of Amenorrhea. Rev Fr Gynecol Obstet 1994; 89(1): 27-31.

11. Nishi H, Funayama H, Fukumine N, et al. Rupture of Pregnant Noncommunicating
Rudimentary Uterine Horn with Fetal Salvage: A Case Report. Arch Gynecol Obstet 2003,
268(3): 224-6.

wmn



12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Tsuda H, Fujino Y, Umesaki N, et al. Preoperative Diagnosis of a Rudimentary Uterine
Horn. Eur J Obstet Gynecol Reprod Biol 1994; 56(2): 143-5.

Yoo EH, Chun SH, Woo BH. Laparoscopic Resection of a Rudimentary Horn Pregnancy.
Acta Obstet Gynecol Scand 1999; 78(2): 167-8.

Edelman AB, Jensen JT, Lee DM, et al. Successful Medical Abortion of a Pregnancy within
a non-communicating Rudimentary Uterine Horn. Am J Obstet Gynecol 2003; 189(3): 886-7.
Liu MM: Unicornuate Uterus with Rudimentary Horn. Int J Gynaecol Obstet 1994; 44(2):
149-53.

Nahum GG, Stanislaw H, McMohan C. Preventing Ectopic Pregnancies: How Often Does
Transperitoneal Transmigration of Sperm Occur in Effecting Human Pregnancy. Br J Obstet
Gynecol 2004; 111(7): 706-14.

Chopra S, Keepanasseril A, Rohilia M, et al. Obstetric Morbidity and the Diagnostic
Dilemma in Pregnancy in Rudimentary Horn: Retrospective Analysis. Arch Gynecol Obstet
2009; 280(6): 907-10.

Tsafrir A, Rojansky N, Sela HY, et al. Rudimentary Horn Pregnancy. First-Trimester Pre-
rupture Sonographic Diagnosis and Confirmation by Magnetic Resonance Imaging: A Case
Series. J Ultrasound Med 2005; 24(2): 219-23.

Shin JW, Kim HJ. Case of Live Birth in a Non-communicating Rudimentary Horn
Pregnancy. J Obstet Gynaecol Res 2005; 31(4): 329-31.

Dicker D, Nitke S, Shoenfeld A, et al. Laparoscopic Management of Rudimentary Horn
Pregnancy. Hum Reprod 1998; 13(9): 2643-4.

Falcone T, Gidwani G, Paraiso M, et al. Anatomical Variation in the Rudimentary Horns of a
unicornuate Uterus: Implications for Laparoscopic Surgery. Hum Reprod 1997; 12(2): 263-5.
Yoo EH, Chun SH, Woo BH. Laparoscopic Resection of a Rudimentary Horn Pregnancy.
Acta Obstet Gynecol Scand 1999; 78(2): 167-8.

Yahata T, Kurabayashi T, Ueda H, et al. Laparoscopic Management of Rudimentary Horn
Pregnancy: A Case Report. J Reprod Med 1998; 43(3): 223-6.

Edelman AB, Jensen JT, Lee DM, et al. Successful Medical Abortion of a Pregnancy within
a Noncommunicating Rudimentary Uterine Horn. AmJ Obstet Gynecol 2003; 189(3): 886-7.

Buttram VVC Jr, Gibbons WE. Mullerian Anomalies; a Proposed Classification from Analysis
of 144 Cases. Ferti Steril 1979; 32(1): 40-6.

Dhananjaya BS, Nandagopal KM, Anitha MS, et al. A Rare Case of Pregnancy in the
Rudimentary Horn of Unicornuate Uterus (on Table Diagnosis) Which Had a Successful
Outcome: A Case Report. JCDR 2011; 5(7): 1461-3.



