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Cornual Pregnancy
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Abstract :

Cornual pregnancy is rare form of ectopic pregnancy where implantation occurs in the cavity of a rudimentary

horn of the uterus. It is the diagnostic and therapeutic challenge with potential sever consequence if uterine

rupture occurs with massive intra abdominal haemorrhage .We report a case of misdiagnosed rupture

cornual pregnancy occurring at |2 weeks gestation. First USG revealed intra uterine pregnancy. Repeat

USG showed abdominal pregnancy sac but cornual pregnancy was not diagnosed and uterine anomaly

was not detected. The correct diagnosis was made at emergency laparotomy. An intact pregnancy sac of

| 2weeks fetus was seen in abdominal cavity. Placenta and pregnancy sac was adherent to omentum and

torn end of left cornu of the bicornuate uterus. Left sided cornu was resceted keeping both the ovaries and

tubes intact.
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Introduction :

Cornual pregnancy is very rare (1 in 100,000 maternities)
condition occurs in the atretic horn of bicornuate uterus
and has a maternal mortality of 5%.! In this from of ectopic
pregnancy implantation occurs in the cavity of rudimentary
horn of uterus. The horn does not always communicates
with rest of the uterine cavity in which case it must be
assumed that spermatozoa ascend through the other horn
and tube and fertilize an ovum in the peritoneal cavity. This
then enters the tube of the rudimentary horn.? It also refers
to a pregnancy in interstitial segment of a unicornuate or
bicornuate uterus. The term cornual pregnancy is used
interchangeably in the United States as a synonym for
interstitial pregnancy.?> Cornual pregnancy accounts for 1-
2% ectopic pregnancies and 20% of cases that advance
beyond 12 wks of gestation and finally rupture.*> Uterine
rupture may result in massive bleeding due to richness of
the local wvascularilization through the branches of the
uterine and ovarian arteries leading to higher mortality rate.
We report a case of a misdiagnosed ruptured cornual
pregnancy occurring at 12 wks of gestation.

Case Report
A 23 years of old primiparous lady presented to the Obstetric
and Gynaecology department of Dhaka Medical College
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Hospital with the complaints of amenorrhea for 3 months
and lower abdominal pain for last 10 days. She developed
amenorrhea for 12 weak with early sign symptoms of
pregnancy. She attained menarche at the age of 14 years.
She had regular cycle of 28 day cycle without any
dysnenorrhoea and menorrhagia. Her LMP was to 28/03/12
and accordingly she had 12 weeks pregnancy. She was
married for 1 year. This pregnancy was concieved
spontaneously. She was not a booked case. 10 days priror to
her admission in DMCH she developed severe lower
abdominal pain and syncopal attack. For this reason she
was brought to a local hospital.There she was treated
conservatively. USG was done. Sonographic finding
revealed a gravid uterus containing single fetus. Tiny fetal
pole was seen. CRL of fetus was about 5.4 cm which
corrsponds to about 12 weeks of gestation. Cardiac pulsation
was present. She was discharged as a case of 12 weeks intra
uterine viable pregnancy. After 3-5 days the patient again
developed severe agonizing pain in lower abdomen without
pervaginal bleeding and got admission to the same hospital.
Again USG of abdomen was done. Sonographic finding
revealed empty uterus and in the abdominal cavity there is a
intact pregnancy sac with12 weeks size fetus withinit. Fetal
movement or cardiac pulsation was absent. Cul —de- sac
was free from collection. So she was referred to DMCH for
further management. On examination, she was malnourished
ill looking, moderately anaemic, afebrile. Her lung fields were
clear clinically. Her pulse was 110 beats per min, BP was 90/
60 mmHg. Abdomen — was soft but tenderness was present
in lower abdomen. An ill defined mass was felt in left lower
abdomen. Per vaginal examination revealed a bulky uterus.
Fornices were full with no per vaginal bleeding. She had
cervical motion tenderness. 3 units of fresh whole blood
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was transfused. On suspicion of ongoing abdominal
bleeding an emergency laparotony was done under spinal
anaesthesia. After opening the peritoneun a large blood clot
came out. After removal of blood clot, a pregnancy sac of 12
week size fetus was found. Fetus was dead and sac was
intact. Placenta and pregnancy sac was adherent to omentum
and torn end of left cornual of bi cornuate uterus. Left sided
cornu found ruptured on the fundus. Bleeding was moderate.
There was no connection between left horn and cervical
canal. Right and Left bellopian tube and overies are normal.
Left sided cornu was resected keeping both the ovaries and
tubes intact. After proper haemostasis and peritoneal
toileting abdomen was closed in layers. A drain was put in
situ. The patient had an eventful recovery. There was
discharge from the wound from 3" POD. There was wound
gap. Secondary suture was given. Antibiotic was given

12 Weeks pregnancy sac.
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according to C/S of discharge from wound . The patient was
discharge after 9 days with healthy scar and haematinics.
She was reassured and encouraged to continue haematinic
and contraception.

Discussion:

The prevalence of congenital uterine malformation is about
6,7% in the female population and higher in women with
reproductive problems.® Bi cornuate uterus is an abnormality
with a partial non fusion of the mullerian duct resulting in a
central myometrium that can extend as far down as the internal
cervical opening. This malformation makes up approximately
3 % of the uterene malformation.® The malformation in itself
is asymptomatic but is associated with an increased rate of
reproductive problems including repeated late abortion or
miscarriage.”® The anomaly is often overlooked in routing
gynecological examination. Sonohysterograpical has been
suggested as a screening tool to identify congenital
malformation in infertile patient. As 2D USG,diagnostic
hysteroscopy, hysterosalpingography all have a low
sensitivity.>° Cornual pregnancy is implanted in the upper
lateral portion of a bicornuate or septate uterus.!® The
symptoms are similar to those of tubal gestation except that
dramatic symptoms occur late. Asymmetrical enlargement of
uterus, real or apparent, is a feature of normal early pregnancy.
Though the presentation of our case was like that. The patient
was admitted to kaligonj hospital of pregnancy with pain in
abdomen and was treated conservatively and diagnosed as
a case of 12 wks intra uterine pregnancy. The general and
local reaction are the same as for tubal pregnancy. An
important feature of cornual pregnancy is that the sac is
surrounded by myometrium and even though this is poorly
developed, it can contain pregnancy for a longer time than
can the tube or ovary rupture of the horn .Therefore does
not usually take place until the 12-20wks but when it does
severe bleeding many occur. Our patient was moderately
pale with BP 90/60 mmHg. There was also intra peritoneal
bleeding due to rupture of rudimentary horn of bicornuate
uterus. Repeated USG showed uterus was empty. About 12
wks size pregnancy sac is found in abdominal cavity
without fetal movement and cardiac activity. Her first USG
was actually misleading as the pregnancy was interpreted
as a normal intra uterine pregnancy. No bicornuate uterus
was detected. So an advanced rupture cornual pregnancy
in the case was medical emergency. Patient was treated
with laparotomy. In this case we took decision of
laparotomy because the pregnancy sac was in peritoneal
cavity with moderated amount of intra peritoneal
haemorrhage.
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Conclusion:

Laparotomy is essential in the haemodynamically unstable
patient with abdominal pregnancy sac due to rupture horn
of bicornuate uterus. The affected horn together with the
pregnancy being usually removed. This case was clearly
brought to fore the need to have a high index of suspicion
for ectopic pregnancy whenever a woman of reproductive
age group present with a history of amenorrhea and lower
abdominal pain with or without vaginal bleeding even if she
is haemodynamically stable.
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