
Introduction

terus bicornis unicollis is a rare type Uof mullerian duct malformation and 

results from the defective fusion of the 

malformed duct with the contra-lateral 

duct, the aetiology of which remains 

unknown. Uterine rupture in pregnancy is 

a rare and often catastrophic complication 

with a high incidence of foetal and 

maternal morbidity.

Most cases present with tachycardia, 

signs of foetal distress, and bleeding. The 

treatment for intrapartum uterine rupture 

includes f luid resuscitation and 

emergency laparotomy. Postpartum 

counselling regarding the risk of re-

rupture with subsequent pregnancies is 

an important piece of the management of 

these patients. We report a rare case of 

spontaneous twin pregnancy in a woman 

with uterus bicornis unicollis with 

rupture.
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Abstract

Uterine rupture is a true obstetrical emergency. Rupture uterus in nulliparous 

patients is generally associated with mullerian anomalies. Having a twin gestation in 

patient with bicornuate uterus is rare, especially if it is a spontaneous conception. 

We present a case of 24 year's second gravida with bicornuate uterus gestation with 4 

months twin gestation (dichorionic-diamniotic) in one horn with foetal reduction of 

twin gestation who had spontaneous rupture of one of the uteri in pregnancy. After 

exploration, right ruptured horn was excised with the dead foetus. The patient 

recovered. The incidence, diagnosis and management of such cases is discussed. 

Case Report

A 24 year second gravida with a previous 

abortion, with 11 weeks of gestation was diagnosed to 

have bicornuate uterus with twin gestation in right 

cornua of uterus. Patient was explained the risk of 

continuing twin pregnancy in a single horn. She 

opted for foetal reduction and was admitted for the 

same. She had a di-chorionic di-amniotic twin 

gestation in the right horn of the bicornuate uterus. 

Ultrasound guided foetal reduction was carried out 

with intra cardiac instillation of potassium chloride. 

During her follow up period after 7 weeks, patient 

came to the casualty with severe abdominal pain, 

with bleeding per vaginum.

On general examination, patient was minimally 

febrile and pulse was 110/min. Blood pressure was 

100/70 mm of Hg. There was pallor. Abdomen was 

distended with marked guarding and rigidity. The 

size of uterus could not be appreciated correctly. On 

per vaginal examination, the cervix was tightly closed 

and tubular with bleeding. Haemoglobin was 7 gm%. 

Complete blood count (CBC) showed lymphocytosis 

with raised ESR. Ultrasonography revealed loculated 

collection above the uterus with distended bowel 

loops, along with a single dead foetus of 18 weeks 

lying in abdominal cavity. a diagnosis of spontaneous 

rupture of the gravid uterus was made. She was 

resuscitated with 1 litre of normal saline and two 

units of fresh whole blood and immediate laparotomy 

was done. 

F i n d i n g s  a t  l a p a r o t o m y  s h o w e d  
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haemoperitoneum, a fresh stillbirth lying freely in the 

peritoneal cavity (weight=400 g), ragged uterine 

tissues. A bicornuate uterus was seen with left horn 

of normal size and intact and the right horn showing 

rupture at fundus with placenta posteriorly attached.

The ruptured right horn was cut at its junction with 

the left horn and then sutured in layers. Patient was 

transfused with one more unit of blood. Patient 

recovered well and was discharged on day ten. She 

was started on oral contraceptive and was advised to 

continue for one year.

Discussion

The uterus is formed during 

embryogenesis by the fusion of the two 

paramesonephric ducts (also called 

mullerian ducts). This process usually 

fuses the two mullerian ducts into a single 

uterine body. Lack of fusion of these 

mullerian ducts can lead to various types 

of malformations of the female genital 

tract. 

In a review article, Nahum reported 

that congenital uterine anomalies affected 
1approximately 1 in 200 women.  In such 

cases, the walls of the abnormal uteri tend 

to become abnormally thin as pregnancies 

advances, and the thickness can be 

inconsistent over different aspects of the 
2myometrium.

Uterus bicornis unicollis (bicornuate 

uterus), which is a common type seen 

represents an uterine malformation where 

the uterus is present as a paired organ 

resulting from the failure of the 

embryogenetic fusion of part of the 

mullerian ducts. Incidence of it has been 
3estimated to occur in 1/3,000 women.  

More recently 3-D ultrasonography has 

been advocated as an excellent non-

invasive method to evaluate these 
4malformations.  Uterine malformation is 

usually associated with urinary tract 

malformation. Sonography for urinary 

tract should be done.

Rupture in such cases occurs because 

of inability of malformed uterus to expand 

as a normal uterus. A midtrimester 

rupture generally occurs at fundus as 

against lower segment rupture during 

labour. Rarely, twin gestation can occur in 

double uterus in which each horn of the 

uterus carries a pregnancy separately 
5leading to live delivery.

The haemorrhage occurring because 

of rupture is massive and can be life 

threatening, unless diagnosed and treated 

promptly. Ravasia et al reported an 8% 

incidence of uterine rupture (2 of 25) in 

women with congenitally malformed uteri 

compared with 0.61% (11 of 1,788) in 

those with normal uteri (P =.013) who were 
6attempting VBAC.

Treatment usually involved is removal 

of ruptured horn. Immediate resuscitation 

and early intervention can save the life of 

the mother and at times of the foetus. As it 

leaves a scar on upper part of the uterus, it 

is important to avoid pregnancy for at least 

one year by barrier or hormonal 

contraceptives.

Conclusion

Uterine abnormalities, though rare 

can be encountered in pregnancy. 

Attempts should be made for early 

diagnosis to avoid maternal mortality. 

Ultrasonography (USG) may be helpful in 

diagnosing such anomalies before 

rupture, which will help in decreasing the 

morbidity and mortality. There is a need to 

build capacity for making an antenatal 

diagnosis in order to ensure appropriate 
7management.
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Blood donation in men who have sex with men

The UK's new policy of one year deferral needs a clear communication strategy

The United Kingdom is changing the lifetime ban on men who have oral or anal 
penetrative sex with other men to a deferral period of one year from the last episode of 
penetrative sex. This change will take effect on 7 November 2011, which makes the 
implications of the study findings especially timely.

In the present study, men who had sexual contact with a men but not penetrative sex 
erroneously believed that they were ineligible to donate, when, in fact, non-
penetrative activities such as genital touching and mutual masturbation do not 
disqualify donors.

Jay P Brooks, BMJ, 2011;343:648
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