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Abstract
19 year old lady, presented complaining of lower abdominal pain associated
with severs dysmenorrhea and regular period. MRI of abdomen and pelvis
which showed uterine anomalies of bicorunate uterus, Left kidney not seen,
right kidney normal. Laparoscopic removal of left non-communicated horn with
left salpingectomy done and the patient is completely asymptomatic after the
surgery.
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Introduction
Uterine malformations are rare congenital abnormalities located
within the female genital tract. The incidence of uterine malformation
has been reported to be 0.1 and 3% [1]. However, the incidence
rate is not well defined, as many patients with this condition are
asymptomatic. A classification system based on the degree of
abnormal development was used to separate the anomalies into
groups. Numerous characteristics were evaluated, including uterine
absence and the presence of a unicornuate uterus, rudimentary
uterine horn, blind uterine horn and symmetrical double uterus.
The unicornuate uterus caused by normal maturation of one
müllerian duct with absent development of the contralateral duct. In
cases where the contralateral Müllerian duct develops only partially,
the unicornuate uterus is associated with a rudimentary horn, which
may be cavitated or not cavitated and may or may not communicate
with the unicornuate uterus.
The American Society of Reproductive Medicine (ASRM)
classifies Unicornuate uteri into four groups:

1.

horn.

A unicornuate uterus with a communicating rudimentary

2.

A unicornuate uterus with a non-communicating
rudimentary horn.

3. A non-cavitated unicornuate uterus with a noncommunicating rudimentary horn.
4.

An isolated unicornuate uterus [2].

The unicornuate uterus with non communicating rudimentary
horn is the most common type. Complications of the rudimentary
horns include endometriosis, primary infertility, hematometra, and
associated renal anomalies [3]. This condition is often asymptomatic
due to the lack of functional endometrium. However, when the
horn is lined with functional endometrium, the resulting obstructed
menstrual flow may cause severe cyclic pelvic pain shortly after
menarche. The marked lower abdominal and pelvic pain may lead to
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the need for an ultrasound, computed tomographic scan, or magnetic
resonance imaging, which demonstrates a pelvic mass. For these
reasons, the diagnosis often made late. As a result, the diagnosis of
complications is also late.
The traditional surgical approach to treatment of this problem
has been through laparotomy and removal of the dilated non
communicating horn. However, at least in the adult, a number of
reported cases have now been treated successfully by laparoscopic
removal [4]. The first laparoscopic removal of a rudimentary horn
was performed in 1990 [4]. Since then, 17 single cases have been
reported in the literature [5-15] as case reports, with no larger series.
We present a case of primary laparoscopic removal in an adolescent,
giving further evidence that it may be worthwhile to consider this
approach in this age group also.

Case Presentation
19 year old lady, presented complaining of lower abdominal
pain associated with severs dysmenorrhea and regular period.
Examination within normal. Investigation normal laboratory. Pelvic
ultrasound of bicorunate uterus with left hematometria 10.8x5.5 cm,
right horn normal.
Patient then underwent MRI of abdomen and pelvis which
showed uterine anomalies of bicorunate uterus, Left kidney not seen,
right kidney normal.
Patient afterword underwent a diagnostic laparoscopy and
hysteroscopy which showed there was small normal size right
uterine horn + normal tube, ovary , rudimentary horn on left side +
hydrosalpenix (14weeks size) + normal left ovary.
The patient was planned for operative laparoscopic left horn
resection, received Lupron 3.7 mg injection. Laparoscopic removal of
left non-communicated horn with left salpingectomy. The left horn
was enlarged as well as the left fallopian tube. The lower segment of the
rudimentary horn looks like cervix. By using cautery salpingectomy
was done. The left uterine rudimentary horn was attached to the
right normal horn by broad muscular base which a small stump
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from it around 2 cm was left to strengthen the lateral uterine wall
in case of future pregnancy .the rudimentary horn was removed
and sent for Histopathology which revealed pelvic adhesion biopsy
consistent with endometriosis, left uterine horn showed endometrial
lined partial thickness myometrium with separate endometrial like
nodules. The cervical extensional part showed smooth muscle with
fibrous septate, there was no cervical mucosa.

Discussion
Unicornate uterus with a rudimentary horn is the most
uncommon uterine anomaly of the female genital tract [1]. The
incidence of uterine anomalies in a fertile population is reported to
be around 3.2% [1]. It has an estimated frequency of one in 100,000
among the fertile female population [2]. This anomaly results from
the abnormal maturation of one Müllerian duct with the normal
development of the contralateral one [3]. This condition is often
asymptomatic due to the lack of functional endometrium. However,
when the horn is lined with functional endometrium, the resulting
obstructed menstrual flow may cause severe cyclic pelvic pain shortly
after menarche [4]. The marked lower abdominal and pelvic pain may
lead to the need for an ultrasound, computed tomographic scan, or
magnetic resonance imaging, which demonstrates a pelvic mass [5].
In cases where the contralateral Müllerian duct develops only
partially, the unicornuate uterus is associated with a rudimentary
horn, which may be cavitated or not cavitated and may or may
not communicate with the unicornuate uterus [6]. A cavitated
Non-communicating rudimentary horn (class II B according to
the American Fertility Society [AFS] classification of Müllerian
anomalies), can be found in about 20%-25% of women with
unicornuate uterus [6]. There is no scientific evidence demonstrating
that removing the rudimentary horn improves the reproductive
outcome, although there are anecdotal reports regarding a positive
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effect on recurrent abortion [7]. However, a surgeon skilled in
endoscopy surgery may become involved. In the adolescent, the
traditional surgical approach to treatment of this problem has been
through laparotomy and removal of the dilated Non-Communicating
horn [8]. However, at least in the adult, a number of reported cases
have now been treated successfully by laparoscopic removal. There
are few cases published about unicorn ate uterus with rudimentary
horn.
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