Chattagram Maa-O-Shishu Hospital Medical College Journal
Volume 17, Issue 2, July 2018

Case Report

Uterine Didelphys with Pregnancy Outcomes:
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Abstract
A didelphys uterus also known as a “double uterus” is one of the least common
Mullerian duct anomalies. Uterine didelphys is a congenital malformation that result
from complete failure of fusion of the ipsilateral Mullerian duct during embryonic
development. Ideally, diagnosis should be made before pregnancy and labour to
prevent adverse outcomes. Here reporting a case who was a 19 years old, 4thgravida,
Para: 0+3 (Spontaneous abortion) referred to Bangabandhu Memorial Hospital
(BBMH) USTC, Chittagong at 35 weeks of pregnancy with severe abdominal pain
by local physician from Raozan, Chittagong. On vaginal examination a longitudinal
vaginal septum and two vagina were found. Uterine Didelphys was confirmed during
emergency caesarean section and delivered 1.5 kg male baby with APGAR score
7/10 and was referred to Neonatal Intensive Care Unit (NICU). Post operative
recovery of the mother was uneventful. The baby was also discharged at the age of
seven days with establishment of breast feeding. To avoid delayed diagnosis and
associated adverse outcome clinicians should have high index of suspicion of uterine
anomaly when assessing cases of dysfunctional labour.
Key words: Uterine Didelphys; Preterm delivery; Caesarean section; Neonatal
Intensive Care Unit.

INTRODUCTION
The uterus is embryologically paramesonephric duct (Mullerian duct) origin.
Mullerian duct anomalies are congenital defects of the female genital system that
arise from abnormal embryological development of any degree of failure of fusion of
Mullerian ducts or subsequent failure of resorption of the tissue results in a spectrum
of clinical manifestations. Incidence of these abnormalities ranges from 0.5-5% in
general population1-3. Uterine development normally occurs between 6 and 22 weeks
of gestation.
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The female genital tracts and urinary tracts are closely related, not only anatomically
but also embryologically. About 10% of infants are born with some abnormality of
the genitourinary system. Renal anomalies are the commonest associated features
seen in 40% of cases ranging from complete agenesis to malabsorption (Usually a
pelvic kidney)4.
Uterine didelphys is a condition of lateral fusion defect where both mullerian duct
fail to fuse causing presence of two hemi uteri and cervices. A longitudinal vaginal
septum is also present that may range from thin and easily displaced to thick and
inelastic. Initial suspicion of the condition followed by the diagnosis usually begins
with routine speculum examination where visualization of anatomical abnormalities
warrants further investigations. Pregnancy in such a uterus causes poor pregnancy
outcome, like spontaneous abortion, preterm labor, abnormal presentation and
increased incidence of caesarean delivery1,2,5.
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Most women with a didelphys uterus are asymptomatic, but
some present with dyspareunia or dysmenorrhea in the presence
of varying degree of vaginal septum. Rarely, genital neoplasms,
hematocolpos/hematometrocolpos, and renal anomalies are
reported in association with diadelphys uterus6.
The modalities of MDAs for the correct diagnosis frequently
used include highly invasive methods such as hysteroscopy,
hysterosalphingography and laparoscopy/laparotomy. The use
of 3D ultrasound is more commonly used for diagnosis6,7,8.
Magnetic Resonance Imaging (MRI) is also accurate and
valuable in diagnosis MDAs as hysterosalpingogram,
hysteroscopy and laparoscopy are even more. So it is
noninvasive and can also diagnose associated urinary tract
abnormalities at the same time9.
In this case report, we can discuss a rare case didelphys uterus
in woman with history of recurrent miscarriage who
successfully conceived, carried her pregnancy to 35 weeks and
delivered by Lower Segment Caesarean Section (LSCS) due to
preterm labor with thick longitudinal vaginal septum.

CASE REPORT
This patient is a 19 years old, 4thgravida, para 0+3 (Spontaneous recurrent abortion) hailing from,Hathazari, Chittagong. She
had regular antenatal check up by local physician with duly immunized. Her LMP was 4th Dec 2016 and accordingly her EDD
was 11th Sep 2017. Her menstrual cycle were regular and no

Figure 3 : Baby in NICU.

Figure 4 : Breast feeding
during treatment.

For this reason emergency caesarean section was done on 12th
July 2017 at 34 weeks. Abdomen was opened up by pfannenstiel incision then lower segment caesarean section was done
and delivered 1.5 kg male baby with APGAR score 7/10 and
was referred to Neonatal Intensive Care Unit (Figure-3). Active
management of 3rd stage of labor was done and her 3rd stage
was uneventful. After delivery of baby, exteriorization of uterus
done and showed at that time gravid uterus along with other
hemi-uterus (Figure-2). Exploration of peritoneal cavity done to
check normal position of kidney. Her post-operative period remained uneventful.The baby was discharged at the age of seven
days with establishment of breast feeding (Figure-4).

DISCUSSION
Didelphys uterus is a very rare Mullerian duct anomaly in comparison to other anomalies described in the Buttram and Gibbons classification10. Unicornuate uterus was reported to have
the poorest fetal survival, the didelphic uterus was believed to
have 23% abortion rate and bad obstetrics outcome5.

Figure 1 : Longitudinal
Vaginal Septum.

Figure 2 : Uterine Didelphys.

history of dysmenorrhea. Pelvic sonogram at 8th weeks of pregnancy showed diagnosis of bicornuate uterus. Her pregnancy
was uneventful till 35 weeks of gestation. Two hours prior to
admission, she noticed her lower abdominal pain which gradually increased its frequency and duration. After admission she
was found average body built, normotensive, mild anemic. Perabdominal examination revealed uterus of 34 weeks gestation.
Fetal heart rate 144/min, regular and contraction present. On
vaginal examination, patient had a non communication, longitudinal vaginal septum (Figure-1) but patient and her husband
were not aware of the condition. She did not give any history of
dysmenorrhea or dyspareunia.

Most woman with didelphys uterus are asymptomatic, but may
present with dyspareunia or dysmenorrhea in the presence of a
thick, sometimes obstructing vaginal septum. This obstructing
vaginal septum can lead to hematocolpos or hematometrocolpos and patient present with chronic abdominal pain. Rarely
genital neoplasms and endometriosis are reported in association
with cases of didelphys uterus2,11.
The association between having a Mullerian duct anomaly and
fertility is debatable. Grimbizis et al found the incidence of
MDAs in infertile patients (3.4%) similar to that of general
population and/or fertile women (4.3%) which concluded that
MDAs may not have negative impact on fertility12. In contrast
Raga et al demonstrated the incidence of Mullerian duct
anomalies to be significantly higher in infertile women than in
fertile women, suggesting a link between infertility and the
MDA13. A retrospective study on fertility and obstetric outcome
done by Zhang et al in China demonstrated that women with didelphys uterus more frequently required infertility treatment
than other anomalies to conceive14.
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Some measures may be undertaken to increase fertility,
decrease chances of prematurity and improve the quality of life.
Surgical correction of a didelphys uterus (Metroplasty) is not
usually indicated and the literature on women with didelphys
uterus who underwent Metroplasty is very limited.
Observational studies women with septate or bicornuate uteri
worth a history of repeated anomalies and infertility
demonstrating improvement in reproduction and gestational
outcome after metroplasty12. Longitudinal vaginal septum
excision is considered if the women is symptomatic
complaining of dyspareunia or pain from hematometrocolpos
due to obstruction. Some septa can be easily displaced to the
side to facilitate vaginal birth and others may be thick and
inelastic, increasing the risk of vaginal dystocia and requiring
excision. A didelphys uterus is not an indication for cesarean
delivery and this vaginal delivery should be considered
first6,15,16. One case report identified this syndrome in a
newborn who was diagnosed with renal agenesis in utero and
born with a protruding vaginal mass and a hydrocolpos was
found on imaging17.

CONCLUSIONS
Among the Mullerian duct anomaly the didelphys uterus is very
rare. The reproductive and gestational outcomes in comparison
to other common abnormalities are varied. Didelphys uterus is
not an indication for caesarean delivery unless the vaginal
septum is thick and inelastic resulting in an increased risk for
vaginal dystocia. When a didelphys uterus is diagnosed, renal
anomalies should also be investigated. At present, literature
regarding didelphys uterus are limited. So, to determine the
reproductive and gestational outcomes more studies are needed.
As aresult the clinicians can adequately advise and care for
their parents.
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