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Abstract: Pregnancy in a non-communicating rudimentary horn is an extremely rare usually resulting in rupture during 

second trimester of pregnancy. The standard treatment is excision of the pregnancy and rudimentary horn. We report a case of 

ruptured non-communicating rudimentary horn at 27 weeks in a woman with previous vaginal delivery. She presented to 

emergency with acute abdominal pain and massive hemoperitoneum. Excision of the rudimentary horn was done at 

laparotomy and the patient had an uneventful recovery. 
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1. Introduction 

A unicornuate uterus results from the normal 

differentiation of only one mullerian duct. Various subtypes 

of unicornuate uterus present 5 % of all the congenital 

anomalies and are one of the least common malformations. 

More frequently, they do have a rudimentary horn which 

doesn’t communicate to the contralateral uterus. These 

non-communicating rudimentary horns contain a functional 

endometrial cavity in 55 % and do not have a cervix or a 

vaginal outlet in some cases [1, 2].In 90% of the cases 

reported, rupture of the rudimentary horn occurred mostly in 

the second trimester [3]. Despite improvements in the 

diagnosis and treatment of cornual pregnancy, the majority 

is diagnosed following uterine rupture and the morbidity 

associated with this condition remains high [4]. 

The aim of this report is to present a case of rupture 

non-communicating rudimentary horn of a unicornuate 

uterus in a woman at 27 weeks of gestation, highlighting the 

importance of ultrasound and MRI in the diagnosis and the 

surgical management.  

2. Patient and Observation 

A 31-year-old woman, gravida 2 para 1, was pregnant at 

27 weeks period of amenorrhea (POA). She hadn’t medical 

or surgical history, but had a past obstetric history of 

postterm delivery at 41 weeks period of amenorrhea (POA). 

She delivered a 4000 g stillborn girl vaginally without any 

other complications. The patient presented with severe 

abdominal pain 4 hours prior to admission. 

No other significant history was noted. 

On examination, she was afebrile, looked ill, pale, with a 

pulse of 90 beats/minute and a blood pressure of 110/70 mm 

of Hg. The abdomen was tense with marked tenderness, with 

a fundal height of 27 cm and soft uterine fundus. Per 

vaginum examination revealed a single cervix with an intact 

cervical canal. There was no active vaginal bleeding. 

Abdominal and transvaginal ultrasounds revealed a single 

live pregnancy measuring approximately 26 weeks gestation 

with a posterior placenta; and an empty uterus which had a 

thickened endometrium. No apparent communication 

occurred between the gestational sac, and the cervix. The 
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differential diagnosis at this time broadened to include a 

cornual or interstitial pregnancy and an abdominal 

pregnancy. 

A MR Imaging of the abdomen and pelvis showed a 

well-defined gestational sac measuring 17 cm×13 cm with a 

single viable fetus in the rudimentary horn on the right side 

(Fig 1). A thin rim of myometrium could be identified 

around the gestational sac confirmed the extrauterine 

pregnancy. There was a moderate free fluid in peritoneal 

cavity. The remainder of the pelvic and abdominal anatomy 

was normal. 

Laboratory tests on admission found hemoglobin 11.6 g / 

dl, a second assessment carried out 12 hours after admission 

found hemoglobin of 9.7 g / dl, and despite the patient is 

stable hemodynamically except for a tachycardia at 100 bpm, 

the patient was taken for explorative laparotomy. Two liters 

of hemoperitoneum was removed intra-operatively, and the 

diagnosis of unicornuate uterus with ruptured right 

rudimentary horn pregnancy was confirmed. The rupture 

measured 2 cm at the fundus of non-communicating 

rudimentary horn with the externalization of placenta 

through it. The rudimentary horn was connected to the main 

uterus with a thick fibrous band (Fig 2, 3).There was no 

communication with the main uterine cavity. The right ovary 

appeared normal and the tube was normally attached to the 

rudimentary horn. The left adnexa appeared healthy. 

A live born male fetus of 600 g was delivered with Apgar 

scores of 2 points at 1 and 5 min, and unfortunately died 

after one hour. 

A rudimentary horn excision, ipsilateral salpingectomy, 

and peritoneal toileting were carried out. The patient 

received five units of blood transfusion intra-operatively. 

Macroscopic examination showed the placenta 

externalized through the fundic rupture (Fig 4). Histological 

examination revealed that the horn was blind and the 

placenta was increta. Patient had an uneventful recovery was 

discharged on the fifth post-operative day. 

3. Discussion 

A non-communicating rudimentary horn is a rare type of 

Mullerian duct malformation. The occurrence of pregnancy 

in a rudimentary horn is an extremely rare situation. The 

incidence is estimated from 1/100000 to 1/140000 

pregnancies [5]. Pregnancy in unicornuate uterus with a 

non-communicating rudimentary horn is possible when 

transperitoneal migration of either spermatozoa or fertilized 

ovum from the contralateral side occurs [6]. 

Pregnancy continues for a variable period of time because 

of the varied muscular constitution in the thickness and 

distensibility of the wall in the rudimentary horn. 

The pain associated with rudimentary horns in pregnancy 

commences from the end of the first and beginning of the 

second trimester. Vaginal bleeding is uncommon unless the 

horn is communicating [2]. 

The endometrium of rudimentary horn has been described 

as thinner than usual and sometimes nonfunctional leading 

to pathologic placentation leading to placenta accreta. The 

thin muscular wall of pregnant horn with presence of 

placenta accreta further increases the risk of rupture, during 

the second or third trimester, resulting in life-threatening 

hemoperitoneum like the case of our patient. Early diagnosis 

is the key to successful management of rudimentary uterine 

horn pregnancy. 

Ultrasonographic criteria suggested by Tsafrir et al for the 

diagnosis of rudimentary horn pregnancy are a 

pseudopattern of an asymmetrical bicornuate uterus with 

absence of visual continuity of tissue surrounding the 

gestational sac and uterine cervix and presence of 

myometrial tissue around the gestational sac [7] as it was 

seen in our case. Unlike abdominal pregnancies, 

rudimentary horn pregnancies have a thin ring of 

myometrium that fits the placenta into the confines of the 

uterine horn, making it more identifiable [8]. 

In case of suspicion of rudimentary uterine horn 

pregnancy, magnetic resonance imaging (MRI) has proven 

to be a useful tool, both for the diagnosis and for the choice 

of surgical approaches [7]. 

An MRI examination is also helpful to determine whether 

any urinary tract abnormalities are present. 

Placenta accreta accompanies rudimentary horn 

pregnancies in 13.7% of cases. Placentation problems are 

more likely to occur in rudimentary horn pregnancies than 

intrauterine pregnancies because the endometrium of a 

rudimentary uterine horn is thinner and less functional. This 

causes inadequate decidualization, thus leading to placenta 

accreta. The underdevelopment and poor distensibility of the 

myometrium and the propensity for abnormal placentation 

both contribute to the risk of uterine rupture in these cases 

[8]. 

Because of the hemorrhagic risk due to placenta accreta 

and that of spontaneous uterine rupture due to the thinness of 

the myometrium, immediate surgical removal of a pregnant 

rudimentary uterine horn and the ipsilateral salpingectomy 

as soon as its diagnosis is carried out [9].  

Leaving the fallopian tube exposed to the theoretical and 

actual risk of tubal pregnancy [10]. 

The traditional management of RHP is laparotomy. But, 

there are now other modern techniques for the management 

of rudimentary horn pregnancy like laparoscopic and 

medical treatment. 

Electrosurgery (bipolar forceps, Harmonic scalpel or a 

stapling device) successfully excised the pregnancy via a 

laparoscopic approach. These instruments provided for a 

relatively bloodless surgery despite the increased vascularity 

of the pregnant uterine horns [8, 11]. Edelman et al. used a 

morcellator, which required less operative time and 

eliminated the need for a posterior colpotomy or a larger 

suprapubic incision [12]. 

The use of feticide like potassium chloride and 

intramuscular methotrexate followed by laparoscopic 

excision of the rudimentary horn a few months later is 

reported in the literature [13]. 
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4. Conclusion 

Non-communicating rudimentary uterine horn pregnancy 

is a rare entity associated with life threatening consequences. 

Early diagnosis and early interventions will avoid maternal 

morbidity and mortality. 

Despite advances in ultrasound technology, the antenatal 

diagnosis of a rudimentary horn pregnancy remains difficult. 

If ultrasonography remains inconclusive, the use of 

magnetic resonance imaging is suggested. 

5. Figures 

 

Figure 1. Imaging of abdomen showing non communicating rudimentary 

horn pregnancy 

 

Figure 2. Intraoperative photographs showing the rudimentary uterine 

horn connected to the main uterus with a thick fibrous band 

 

Figure 3. Intraoperative photographs showing the rudimentary uterine 

horn ruptured at the fundus 

 

Figure 4 (a and b). Photographs showing the rudimentary horn with the 

placenta accreta externalized through the fundic rupture 
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