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Pregnancy in a non-communicating rudimentary horn of a unicornuate uterus 
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Abstract
Background: The non-communicating rudimentary horn of a unicornuate uterus is the rare result of abnormal develop-
ment of the Müllerian ducts during embryogenesis.  
Case description: We report a rare condition of a pregnancy of eight weeks of gestation in a non-communicating rudi-
mentary horn of a unicornuate uterus, which was diagnosed without specific symptoms and treated through laparoscopy. 
Conclusion: Early diagnosis and treatment are essential to prevent the high maternal risk of life-threatening bleeding 
complications. HIPPOKRATIA 2019, 23(2): 92-94.  
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CASE REPORT

Introduction
In 1669 Mauriceau and Vassal described a pregnancy in 
a rudimentary horn, while in 1950, Latto et al described 
the first case of a ruptured rudimentary horn pregnancy 
treated by laparotomy1. 
The unicornuate uterus is the result of abnormal devel-
opment of the Müllerian ducts during embryogenesis, 
which has a prevalence of only 0.1 % in the general popu-
lation2,3.  According to the American Fertility Society the 
following types of unicornuate uterus are distinguished: 
rudimentary horn with a cavity communicating with a 
unicornuate uterus (class II-A), with a non-communicat-
ing cavity (class II-B), without a cavity (class II-C), and 
without a rudimentary horn (class II-D)4,5.
The reported incidence of a pregnancy in a rudimentary 
horn is one in 76,000-150,000 pregnancies2,6-8. The major-
ity are symptomatic at the time of diagnosis; thus, only 8 
% of rudimentary horn pregnancies are diagnosed before 
symptoms appear9. We report a case of a vital pregnancy 
in a non-communicating rudimentary horn of a unicornu-
ate uterus without specific symptoms, incidentally found 
by a medical check-up in our clinic and treated through 
laparoscopy. 

Case report
A 16-year-old woman, 170 cm tall, 83 kg weight, was 

referred by a general practitioner for unspecific symp-
toms such as nausea, vomiting, headache during the pre-
ceding three weeks. Her last menstrual period was ap-
proximately eight weeks prior, after having experienced 
regular menstrual cycles with average volumes of blood 
loss and duration. Menarche was at the age of 12, and 
no contraception methods had been used. She reported 
having bronchial asthma under therapy with salbutamol 

and cortisone, and no previous history of operations. Her 
family history was unremarkable. There were no report-
ed problems in micturition and defecation, as well as no 
nicotine or alcohol abuse.    

Vaginal examination showed a normally formed va-
gina and cervix, an anteflected uterus of typical dimen-
sions, deviated to the left side. On the left side, palpation 
was unremarkable, but on the right side, a painless mass 
was noticed.  

The vaginal ultrasound scan showed a uterus of nor-
mal dimensions, and a proliferated endometrium with an 
anteroposterior diameter of 20 mm without signs of an 
intrauterine pregnancy. On the right side of the uterine 
corpus next to the right ovary, a chorionic cavity with a 
vital embryo was detected. The crown-rump length mea-
sured 9 mm, corresponding to 7+0 weeks post menstrua-
tion (90 % confidence interval 6+3 to 7+5 weeks10). The 
mean gestational sac diameter was 22 mm, correspond-
ing to 7+1 weeks (90 % confidence interval 6+1 to 8+2 
weeks10). No free fluid in Douglas’ pouch was apparent 
as there were no signs of intraabdominal bleeding. A right 
tubal pregnancy was suspected (Figure 1). Blood testing 
showed a hemoglobin level of 13.5 g/dl and a beta-hu-
man chorionic gonadotrophin (ß-HCG) concentration of 
61,512 IU/l.

At laparoscopy, unremarkable adnexa were seen. The 
left tube was arising from the uterus, but on the right side, 
there was only a fibrous streak that entered into a uterine 
horn, about 4-5 cm in size, with a normal tube on the 
opposite side. Thus the pregnancy was located in a non-
communicating rudimentary horn of a unicornuate uterus 
(class II-B, Figure 2). To prevent rupture of the rudimen-
tary horn as well as right tubal pregnancy in the future, 
the rudimentary horn was excised together with the right 
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tube. Postoperative recovery was uneventful. The postop-
erative blood test showed a hemoglobin level of 12.3 g/dl 
and ß-HCG concentration of 6,180 IU/l. The abdominal 
ultrasound did not reveal any urinary tract malformations. 
Histological examination of the excised tissue confirmed 
a pregnancy inside a rudimentary uterine horn. 

Discussion
We report a rare Müllerian duct anomaly complicated 

by a pregnancy that implanted in the non-communicating 
rudimentary horn of a unicornuate uterus in an asymp-
tomatic young woman unaware of her uterine abnormal-
ity. In the literature, there are only a few reported cases 
that were diagnosed in the first trimester, and most of 
them were known as having a uterine abnormality11,12. 

The diagnosis is difficult, having no clear clinical cri-
teria to detect this life‑threatening condition10. The sensi-
tivity of sonography was said to be only 26 % decreasing 
with advancing gestational age7,13. Early diagnosis is es-
sential to prevent complications of this life-threatening 
condition14, id est especially rupture of the rudimentary 
uterine horn with severe bleeding. The time of uterine 
rupture varies from 5 to 35 weeks, depending on the horn 
musculature and its ability to hypertrophy2,7. Blood loss 
may be severe and increases directly proportionally with 
the thickness and vascularity of the uterine walls, and the 
gestational age7,15. Live birth after cesarean section in the 
third semester is extremely rare, with the additional risk 
of fetal prematurity or intrauterine growth restriction7,9.

Our case demonstrates that the laparoscopic route can 
prevent such events by excision of the rudimentary horn. 
However, this requires a diagnosis in the first trimester. 
An alternative therapeutic procedure in the first trimester 
might be the injection of methotrexate into the chorionic 
cavity or its systemic use, followed by excision of the 
rudimentary horn. Analogously, the overall success rate 
of methotrexate application in an unruptured cornual 
pregnancy with different regimens was reported to be 83 
%16,17. The success rate of local injection under laparo-

scopic or ultrasonographic guidance was 91 %, while its 
systemic use was successful in 79 %16,17.  

Conclusion
Rudimentary horn pregnancy is a rare condition that 

may be misdiagnosed prior to surgery and is associated 
with high maternal risks. Early diagnosis facilitates sur-
gical removal that can be performed by the laparoscopic 
route.  
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