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ABSTRACT

Uterine didelphys represents a uterine malformation where the uterus is present as a paired organ. It is characterized
by the presence of two endometrial cavities, each with a uterine cervix, and often a double or single vagina as well.
Uterine didelphys, like other uterine malformations, is often asymptomatic and therefore remain unrecognized. The
didelphic uterus has a poor reproductive outcome with a 20-30% chance of carrying pregnancy to term. | report a case
of successful pregnancy in the left sided uterine body of a didelphic uterus which was complicated by recurrent
preeclampsia and breech presentation. The case also demonstrates how didelphic uterus sometimes remains
unrecognized until delivery. In conclusion, it is important to have high index of suspicion of didelphic uterus when

term pregnancy is complicated by recurrent breech presentation.
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INTRODUCTION

Congenital uterine anomalies are malformations of uterus
that develop due to disturbances in development,
formation or fusion of Mullerian ducts during embryonic
life.? They are often asymptomatic and therefore
unrecognized. They may affect a young woman due to
pain at the time of menarche, or a woman's obstetric
and/or gynecologic health.® The prevalence rate of uterine
malformations in general fertile population is 0.001 to
10%, in infertile population it is 3.5% and in patients with
recurrent miscarriage it is 13%.%*

A didelphic uterus results when there is failed fusion of
the paired Millerian ducts. This anomaly is characterized
by the presence of two endometrial cavities, each with a
uterine cervix. Individual horns are fully developed and
normal in size. Each hemiuteri is associated with one
fallopian tube. A longitudinal or transverse vaginal
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septum may be noted. The vagina may be single or
double.®®

Uterus didelphys is associated with developmental
urinary tract abnormalities. Therefore, all women with
miillerian defects should undergo a radiologic renal
investigation, such as an intravenous pyelogram or renal
ultrasound.®®

The incidence of uterine didelphys varies from 1 in 1500
to 1 in 42000 pregnancies worldwide. It can result in
obstetrical complications, such as spontaneous abortion,
preterm labor, cervical incompetence and mal-
presentation.®® It has a poor reproductive outcome with a
20-30% chance of carrying pregnancy to term. Didelphic
uterus can be considered in cases of severe
dysmenorrhoea, chronic pelvic pain, a symptomatic or
asymptomatic pelvic mass that is inseparable from the
uterus.’
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Clinical presentation of didelphic uterus can vary from
asymptomatic to grave obstetrics and gynecologic
complications imposing difficulties in management for
the attending obstetricians and gynecologists. Here, |
present the case of didelphic uterus at term pregnancy
complicated by recurrent breech presentation and
preeclampsia.

CASE REPORT

A 22 year old gravid Il para | mother whose gestational
age by date from reliable last normal menstrual period
was 38 weeks and 3 days presented to the hospital after
she was referred from health center with active labor,
breech presentation and severe preeclampsia. She was
laboring at health center for 8 hours. She passed liquor 3
hours back. At presentation she was complaining
headache for the last 2 days.

Her antenatal care (ANC) was at private clinic where she
was diagnosed to have severe preeclampsia and was on
aldomet 250 mg per os daily for the last one month.
During her ANC follow up, she had ultrasound
examination twice both of which reported breech
presentation and normal fetal biometry but no other
uterine mass or pathology identified.

Her previous delivery was 3 years back in this hospital. It
was breech presentation and she delivered female alive
neonate by assisted breech delivery. She had also
preeclampsia during that time.

She reported menarche at the age of 13 years. Her menses
was regular and there was no dysmenorrhea or
dyspareunia.

On examination, her vital signs were BP = 160/110
mmHg, PR = 100 beats per minute, RR = 26 breaths per
minute & T = 36.8 degree Celsius. She had pink
conjunctivae and non-icteric sclera. On Leopold
maneuver, the uterus was term sized, breech presentation
and FHB ranges from 117-130 beats per minute. There
were 3 uterine contractions in 10 minutes each lasting for
30 to 40 seconds. There was 14 weeks sized right side
smooth mass next to the uterus which seems to arise from
the pelvis. On digital pelvic examination, cervix was 4
cm dilated and it was footling breech presentation.

Laboratory examination showed blood group O+, normal
complete blood count parameters, proteinuria of 3+ on
urinalysis, and normal renal and liver function tests.

After the admission, her blood pressure was controlled
with two doses of hydralazine 5 mg IV given 20 minutes
apart and 30 mg diazepam in 1000 ml saline at 30 drops
per minute started for eclampsia prophylaxis.

With the impression of footling breech presentation and
severe preeclampsia, she was prepared for cesarean
section. Upon entering the abdomen, there were two
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separate uteri each having one ovary and tube (Figure 1).
The smaller one was on the right side, soft and 14 weeks
sized. Lower uterine segment was done on the left uterus
(Figure 1) to delivery male alive neonate weighing 2400
grams with APGAR scores of 7 and 9 at 1% and 5"
minute respectively.

Figure 1: Didelphic uterus at cesarean section each
with one ovary and tube at Gimbi Adventist Hospital,
West Wollega, Ethiopia, January 2015.

After the operation, digital speculum examination
revealed two cervices. On 4" post-operative day,
abdominal ultrasound was done by radiographer and
there were no renal pathologies identified.

The mother and newborn discharged on 5" post-operative
day with good condition.

DISCUSSION

Congenital uterine anomalies occur during embryonic
life. They are often asymptomatic and therefore
unrecognized™ like our patient who presented to the
hospital, for the first time in pregnancy, with fetal mal-
presentation. Didelphic uteri are often associated with
increased risk of premature labor, abnormal presentations
with dystocia, and the increased necessity for cesarean
section.® This patient had breech presentation during both
pregnancies. This increased mal-presentation rate might
explain the increased cesarean section rate in uterine
didelphys. During previous delivery this anomaly was not
recognized as it was uneventful breech vaginal delivery.
Therefore recurrent breech presentation may be a clue for
the diagnosis of uterine didelphys.

The didelphic uterus, because of reduced volume in each
duplicated segment, has a poor reproductive outcome
with a 20-30% chance of carrying pregnancy to term.’*°
However, our patient had two successful pregnancies.
Both pregnancies were complicated by breech
presentation and preeclampsia.
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What is striking in this patient was the presence of
preeclampsia in this and previous pregnancies. This issue
may raise the question whether uterine malformations
predispose pregnant mothers for hypertensive disorders
of pregnancy or not.

Though didelphic uterus is associated urinary tract
anomalies®’ our patient had normal abdominal ultrasound
finding.

CONCLUSION

In conclusion, uterine didelphys can have silent clinical
presentation prior to pregnancy and thus it is important to
have high index of suspicion of didelphic uterus when
term pregnancy is complicated by recurrent breech
presentation.
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