
Introduction

A unicornuate uterus results when one Mullerian duct de-

velops normally, while the other Mullerian duct remains

undeveloped or rudimentary in development. The incidence

of Müllerian duct anomalies in the general population is

0.1-3.8%. Unicornuate uterus composes 2.4-13% of all

Müllerian anomalies, and is found in approximately 0.1%

of the general population [1]. A unicornuate uterus may be

isolated or may have a rudimentary horn. The rudimentary

horn may fuse to the unicornuate uterus, resulting in a com-

municating uterine horn, or remain separate and result in a

non-communicating horn [2]. Unicornuate uterus is asso-

ciated with relatively poor reproductive outcome.

Case Report

The authors present the case of a 28-year-old nulliparous

woman, who successfully carried a term pregnancy in a unicor-

nuate uterus with a solid non-communicating rudimentary horn,

and a history of myomectomy, without cerclage placement or to-

colytic therapy. The patient was admitted to the present clinic for

uterine fibroids and menorrhagia. Menarche occurred at the age of

13 years. The patient’s menstrual cycles were regular. The onset

of heavy and prolonged bleeding was two years ago. The patient

was attempting to conceive for one and a half years. The patient’s

hormone panel was normal, as well as her partner’s semen analy-

sis. The vagina and cervix were normal on bimanual examination,

while the uterus was enlarged and dextrorotated. On transvaginal

two-dimensional (2D) ultrasound, the authors found a dextroro-

tated uterus measuring 9.5×7.5 cm, containing submucous fibroid

measuring 5.0×4.0 cm. A normal right ovary was visualized, while

the left ovary was not seen. The patient underwent a laparotomy

during which a myomectomy was performed.The endometrial

cavity was opened during the myomectomy, while the uterus was

reconstructed and a triple layer of sutures was used to close the

uterus. During laparotomy, a right unicornuate uterus with a solid

non-communicating rudimentary horn, measuring 1.5×1.0 cm,

was visualized. The right adnexa appeared normal, while left ad-

nexa were hypoplastic. Endometriosis within the pelvic cavity

was not visualized. Ultrasound examination of the urinary tract

and karyotype were performed postoperatively. Urinary tract

anomalies were not found on ultrasound, and the karyotype was

46XX. The final histopathology report confirmed the diagnosis

of leiomyoma uteri. The patient was managed with estrogen-prog-

estin combination treatment for three months postoperatively.

Hysterosalpingography (HSG) was performed six months post-

operatively. HSG demonstrated a deviated right unicornuate

uterus with a patent right fallopian tube. Twelve months after the

surgery, the patient conceived spontaneously. The pregnancy was

supplemented with progesterone until 12 weeks’ gestation. Bi-

manual pelvic exam was performed to assess the cervix at 13

weeks’ gestation, and the cervix was found to be of normal length

with a closed external os. Beginning from 15 weeks’ gestation

until term, serial cervical length measurements were performed

biweekly using transvaginal ultrasound. The transvaginal ultra-

sound measured cervical length to be 3.7 cm at 15 weeks’ gesta-

tion, followed by 3.4 cm at 24 weeks’ gestation, and 2.6 cm at

term. Considering bimanual pelvic exam findings and the serial

cervical length measurements, there was no indication for cer-

clage placement. During serial cervical length measurements, the

shape of the cervical canal and internal os were also assessed, but

signs of tunnelling were not observed. In order to detect uterine

activity, tocography was performed biweekly beginning at 18
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Summary

The authors present the case of a 28-year-old nulliparous woman, who successfully carried a term pregnancy in a unicornuate uterus

with a solid non-communicating rudimentary horn, and a history of myomectomy, without cerclage placement or tocolytic therapy. The

patient was admitted to the present clinic for uterine fibroids and menorrhagia. The patient underwent laparotomy, during which a my-

omectomy was performed. Twelve months after the surgery, the patient conceived spontaneously. Routine obstetric ultrasounds re-

vealed normal intrauterine fetal development. Cerclage and tocolytic therapy were not indicated at any stage of the pregnancy. A live

female neonate was delivered via cesarean section at 39 weeks’ gestation.
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,weeks’ gestation. In addition to uterine activity, the fetal heart

rate was also monitored from 28 weeks’ gestation (i.e. cardio-

tocography or electronic fetal monitoring), biweekly until 36

weeks, and once per week there after until delivery. Since car-

diotocography did not register uterine activity, the patient did not

receive tocolytic therapy. Obstetric ultrasounds revealed a normal

intrauterine fetal development with a cephalic presentation, nor-

mal insertion of the placenta, and normal amniotic fluid volume.

Colour Doppler ultrasound assessments of the feto-placental cir-

culation were performed and were normal. The patient was de-

livered via a low transverse cesarean section at 39 weeks’

gestation, as presented in Figures 1 and 2. A live female neonate

was delivered, with an Apgar score of 9 at one minute and 10 at

five minutes, weighing 3,150 grams, and 50 cm in length. The

postoperative recovery was uneventful, and both the patient and

the newborn were discharged on the third postoperative day. 

Discussion

Congenital malformations of the Müllerian duct system

are very likely multifactorial in etiology, resulting from

polygenic and familial factors. Mutations in the TP63 gene

are potentially associated with Müllerian duct anomalies

[3]. Unicornuate uterus composes 2.4-13% of all Müller-

ian anomalies, and is found in approximately 0.1% of the

general population [1]. The prevalence of a unicornuate

uterus is low, ranging from 0.2% in the fertile population,

and is the highest in the infertile population at 0.6% [4].

There are four types of unicornuate uterus. The most com-

mon type is no horn and composes 35% of all unicornuate

uterus cases. The second most common is a unicornuate

uterus without a cavity, which occurs in 33% of cases, fol-

lowed by the non-communicating type occurring in 22% of

cases, and communicating type occurring in 10% of cases

[5]. Due to the risk of hematometra, endometriosis and

even ectopic pregnancy, surgical removal of a functional

non-communicating rudimentary horn is indicated [6].

Pregnancies have occurred in the communicating rudi-

mentary horn of the uterus. In a review of studies by Re-

ichman et al., only 2.7% had an ectopic pregnancy in the

rudimentary horn [7]. Rudimentary horn pregnancy is at

high risk for uterine rupture. Upon diagnosis of a rudimen-

tary horn pregnancy, the rudimentary horn and the ipsilat-

eral fallopian tube should be excised. A unicornuate uterine

pregnancy is associated with a high frequency of obstetric

complications including spontaneous abortion, preterm

birth, intrauterine growth restriction (IUGR), placenta pre-

via, placental abruption, intrauterine fetal demise, breech

presentation, and cesarean section [8]. Transcervical uter-

ine incision appeared to improve the pregnancy outcome

in women with unicornuate uterus presenting with infertil-

ity or miscarriage. In a research study by Xia et al., 64.5%

of patients with a unicornuate uterus conceived after a tran-

scervical uterine incision [9]. First trimester spontaneous

abortion occurred in 5% of these patients, while 25% and

55% had preterm and term pregnancies, respectively. In

women with a unicornuate uterus, the live birth rate is

29.2%, the prematurity rate is 44.0%, and miscarriage rate

is 29%, while the ectopic pregnancy rate is 4.0% [1,4]. In

a study by Bakshi et al., out of 13 pregnancies in unicor-

nuate uterus, miscarriage, preterm delivery, and IUGR oc-

curred in 23.1% each, while mal- presentation complicated

7.7% pregnancies, oligohydramnios 30.8% pregnancies,

and intrauterine fetal demise 15.4% pregnancies. Rates of

term delivery and live births were 53.8% and 61.5%, re-

spectively [10]. The present patient successfully carried a

term pregnancy in a unicornuate uterus with a solid non-

communicating rudimentary horn, and a history of my-

omectomy, without cerclage placement or tocolytic therapy.

On the other hand, a few cases of successful term pregnan-

cies have been described in women with a unicornuate

uterus. Mishra et al. reported a successful term pregnancy

in a woman with a unicornuate uterus and without rudi-

mentary horn, which was terminated by cesarean section at

38 weeks’ gestation [11]. Hocaoglu et al. reported case of a

gravida 4 para 3 woman with a unicornuate uterus and non-

communicating rudimentary horn whose pregnancy at 38

weeks was terminated with a cesarean section. She had pre-

viously delivered three live births at term [12]. 

Conclusion

Pregnancy in a patient with a unicornuate uterus and pre-

vious myomectomy, can be carried to term without the

placement of cerclage when biweekly serial cervical meas-

urements, beginning at 15 weeks’ gestation, demonstrate

normal cervical length without tunneling of the internal os.

Furthermore, the pregnancy can also be carried to term

without tocolytic therapy, when tocography, beginning at

18 weeks’ gestation, and biweekly cardiotocography from

28 weeks, do not register uterine activity.

Figure 1. — A unicornuate uterus with  rudimentary horn on the

left side,  the anterior uterine wall scar from a previous myomec-

tomy, and low transverse isthmic uterine incision are visible. 

Figure 2. —  The uterus is closed using one continuous suture that

is placed from one to the other corners of the wound. The right fal-

lopian tube is visible. 
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