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Rudimentary Horn Pregnancy Misleading Abdominal Missed

Abortion
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Abstract:

Pregnancy in a rudimentary horn is a very rare condition. It is responsible for severe complications and also a life
threatening condition as it mostly terminates by rupture of pregnancy. This was a case of non communicating
unruptered pregnancy which was misdiagnosed on [+ and 2" transabdominal ultrasonography, progressing to
22weeks gestation and ends in a missed abortion. A transvaginal ultrasonography revealed it as an abdominal
pregnancy and on laparotomy confirmed diagnosis was non communicating rudimentary horn pregnancy. Pregnancy
sac with foetus was removed intact and patient. recovered without any complications. Gravid rudimentary horn may
be misdiagnosed as abdominal pregnancy and are of interest in management.
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Introduction:

Pregnancy occurring in a malformed uterus is relatively rare.!
Even more rare are those occurring in a rudimentary uterine
horn. The frequency of a pregnancy in a rudimentary uterine
horn is about one in 150000 pregnancy.” It is estimated that
600 to 700 rudimentary horn pregnancies have been reported
in the world wide up to now.? It is associated with
spontaneous abortion, preterm labor, intrauterine growth
retardation intra abdominal hemorrhage and uterine ruptur.*
In 70% of the pregnancies in a rudimentary horn, uterine
ruptured occurs before 20 weeks of gestation and in a further
20% of the cases, it ruptures by the end of the second
trimester® and hardly 10% of the cases goes to term.®

Case Report:

A 20 years old lady, gravida-1 unbooked was presented in
emergency department of Khulna Medical College Hospital
with history of amenorrhea of 22 weeks with slight pervaginal
bleeding for one month and also history of dilatation,
evacuation & curettage 7 days back at Upazila Health
Complex.

During pregnancy, she had irregular antenatal care. At her
15 weeks of gestation, a transvaginal ultra sonogram revealed
a single viable intrauterine pregnancy. Her pregnancy period
was unevent full unto 18 weeks of gestation. There after she
developed slight pervaginal bleeding. For this she again
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performed a transvaginal ultra sonogram at 21 weeks of
gestation and report revealed missed abortion. So dilatation
evacuation& curettage was tried after priming the cervix with
misoprostrol and oxytocin infusion but failed. At last she
presented to Gynecology department of KMCH, Khulna.
An abdominal examination revealed a visible mass in left
iliac fossae.The mass was about 11x10 cm whose margin
was regular, surface was smooth & firm in consistency which
was nontender & fix. Per vaginal examination revealed an
enlarged uterus with tenderness on rocking the cervix. A
mass was felt through the left lateral fornix which was
nontender and separated from the uterus. Since TVS
indicated complex mass which contained disorganized foetal
parts with no cardiac activity and moderate free fluid in pelvic
cavity, a clinical diagnosis of abdominal pregnancy was
made. The physical examination revealed a body temperature
of37.2, blood pressure of 110/80 mmHg, and pulse 78/min,
pre operative hemoglobin value was 9.4 gm/dl.

She was taken for laparotomy under general anesthesia. All
aseptic precaution with pfannenstiel incision, abdomen was
opened. After opening the peritoneal cavity — a large mass
about 10x9 cm (Fig-1) which was connected to the lower part
of the left border of the uterus. A fallopian tube and round
ligament was attached to the upper end of the left side of the
mass. There was dense adhesion among the mass, sigmoid
colon and rectum and intestine which was carefully
separated. The mass was resected from the uterus near to its
attachment. Ovary was preserved on the affected side. The
abdomen was closed after peritoneal lavage and ensuring
homeostasis. One unit blood transfusion was given post
operatively. After resection of the mass, a dead macerated
foetus and placenta (Fig-2) were expelled out and diagnosis
of pregnancy in non communicating rudimentary horn was
confirmed. Post operative period was uneventful and was
discharged 7 days post operatively in good health.
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Fig-1: Gravid Rudimentary horn connected to the lower
border of the uterus

Fig-2: Bisected uterus with foetus connected to the cord &
placenta

Discussion:

Rudimentary horn is a developmental anomaly of the uterus.’

The prevalence of uterine anomalies in general population
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is.5%.8 Rudimentary horn is a rarest uterine anomaly and a
prevalence of unicornuate uterus with a rudimentary is even
rareri.e., 1: 100000.° A fibrous or fibro-muscular band usually
connect the horns of the duct but 80- 90% of the cases there
is no communication. !

Fusion defects of the Mullerian ducts are frequently
combined with other anomalies of the genitourinary tract
such as vaginal septum or renal agenesis and most commonly
manifest themselves as gynecologic complains such as
dysmenorrheal, dyspareunia endometriosis and sterility.'!
In this reported case, there was no renal or vaginal anomaly
and no such complain but only non—communicating fibro—
muscular band connect the horn of the duct.

The pregnancy in this non—communicating horn of the
rudimentary uterus might have occurred only by Tran’s
peritoneal migration of the sperm or fertilization of the ovum
from contra lateral side.!? Corpus loteum of the pregnancy
is usually on the same side of rudimentary horn in 90% of
the cases.!3 However in our case it was very difficult to
comment on the side of corpus luteum due to advanced
pregnancy.

The life threatening complication is rupture of the uterus in
second & third trimester. !4 The maternal mortality rate before
the advent of ultrasound was as high as 47.6% Rupture of
the horn is still common but no case of maternal death has
been published since 1960 !. Fate of the reported case was
missed abortion due to decreased blood supply & defective
endometrium.

Diagnosis of pregnancy in rudimentary horn is difficult,
because the enlarging horn with a thinned myometrium can
often obscure the adjacent anomalic structures. The
sensitivity of the ultrasound examination for diagnosis has
been reported to be as 26% and the sensitivity decreases as
the pregnancy advances.!> Tubal pregnancy, corneal
pregnancy, extra uterine pregnancy in a bi cornuated uterus,
and abdominal pregnancy are common sonographic
misdiagnosis.'® Difficulty in diagnosis during early
pregnancy is common especially if it is anterior to the normal
horn.!¢ As ultrasound scanning is only 29% sensitive for
diagnosing rudimentary horn pregnancy. So most are still
diagnosed during surgery'>Diagnosis of our reported case
was confirmed during laparotomy.

Criteria for early sonographic diagnosis of rudimentary horn
pregnancy include pseudo pattern of an asymmetrical
bicornuate uterus, absent continuity between cervical canal
and the lumen of the pregnant horn and the presence of the
myometrial tissue surrounding the gestational sac.
Hypervascularization typical to the placenta acreata may
support the diagnosis of rudimentary horn pregnancy.!’- 18
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MRI can be used for confirmation of diagnosis.!® Our case
was misdiagnosed with bicornuate uterus on ultrasound.
Induction with PGE2 and high dose of oxytocin followed by
dilatation, evacuation & curettage were failed. Failed
induction has several reasons and one of them is obstructive
Mullerian anomaly. There; in cases with failed induction
attention to this entity is recommended.?0- 2!

Optimal management of rudimentary horn is removal of horn
via laparotomy or laparoscopy. Medical treatment with
methotrexate and its resection by elective laparoscopy is
reported in cases during pregnancy.?? Further pregnancies
would then require extremely close follow up. The patient
should be informed and aware of the incurred risks.
Obstetrician caring for these patients should be aware of the
serious risk of uterine rupture during pregnancy. A caesarean
section prior to labor is strongly recommended.?

Conclusion:

The rudimentary horn pregnancy is a life threatening
condition. Improving the out come is based initially on the
diagnosis and preconception care for the malformation. So
every effort should be made to diagnosis this condition
before pregnancy occurs. The rudimentary horn should be
excised whenever diagnosed, in order to avoid a repeated
potentially more severe incident.
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