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Case Report

Rare case of hematometra in rudimentary horn of unicornuate uterus
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ABSTRACT

Congenital anomalies of the uterus and vagina are associated with a high incidence of infertility and multiple obstetric
problems. Unicornuate uterus with rudimentary horn is a rare mullerian duct anomaly of female genital tract with
incidence of 1/100000. It usually develops following insufficient development of mullerian ducts. These patients
present with dysmenorrhea, dyspareunia, and chronic pelvic pain because of endometriosis and rarely with acute
abdominal symptoms following distention and torsion of the non-communicating rudimentary horn. A case of a
unicornuate uterus with non-communicating rudimentary horn with functional endometrium developing hematometra

after tubal ligation is presented herein.
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INTRODUCTION

Developmental anomalies of the millerian duct system
represent some of the most fascinating disorders that
obstetricians and gynecologists encounter. Abnormal
fusion of mullerian ducts ,insufficient absorption of the
fused mullerian duct or non-development or partial
development of mullerian duct leads to various uterine
abnormilities.! The unicornuate uterus is caused by the
nondevelopment of one mullerian duct, and the condition
usually is associated with various degrees of rudimentary
horn connected to the uterus when one of the ducts
develops only partially.2 The rare form of these changes
is the unicornuate uterus with a rudimentary horn. The
frequency of congenital uterine anomalies in a fertile
female population is about 1/200 to 1/600, whereas the
frequency of rudimentary horn is 1/100 000.® This
anatomical abnormality may lead to many gynecologic
complications, such as endometriosis, primary infertility,
and hematometra, anomalies of the urinary system and

obstetrical problems, such as malpresentation, habitual
abortion, and premature birth.24® Efficient planning of
the therapeutic strategy is based on the effective
diagnosis and clear categorization, in view of the
numerous treatment options available for their
management. The need for a reliable classification system
is more than obvious.” Usually these congenital anomalies
of uterus present early with the beginning of menstrual
life but in some cases they can be found out incidentally
much later in life especially after or during some
gynecological procedure.®

CASE REPORT

The patient was a 32-year-old female para 2, living 2 and
2 medical termination of pregnancy (P2L2MTP2)
presented with severe dysmenorrhea requiring indoor
admission treated with parenteral analgesics. Patient had
a history of mini laparotomy sterilization 6 months back
after which the patient experienced progressively
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increasing dysmenorrhea over period of 6 months. Patient
was a known case of Mitral stenosis with open mitral
commisurotomy performed in childhood.

On examination, patient’s vital parameters were stable;
abdomen was soft, mild tenderness was appreciated in
right iliac fossa, healthy mini laparotomy scar was seen.
Per-speculum examination showed cervix and vagina as
healthy. On per vaginal examination, the uterus was
anteverted and normal in size. A mass of about 3x3cm
soft, mobile, tender was felt in right adnexa separate from
uterus.

Figure 1: Ultrasonography of pelvis suggestive of
hematometra with right sided hydrosalphinx.

Ultrasonography (USG) of pelvis and abdomen revealed
unicornuate uterus on left side with 6.3x4.5x2.9 cm
dimension with right sided rudimentary horn of size
4x3cm with collection in the cavity with echoes
suggestive  of  hematometra  with  right sided
hydrosalphinx close to the right horn (Figure 1). Both
ovaries were normal.

Figure 2: 3D ultrasonography of pelvis showing
both cornu.
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3D ultrasonography revealed unicornuate uterus with
rudimentary horn with hematometra with right sided
hydrosalphinx (Figure 2).

Treatment

Exploratory laparotomy was performed as patient was
high risk for laparoscopy in view of her heart disease.
Intraoperative findings revealed unicornuate uterus on
left side with distended rudimentary horn of size 4x3cm
distinctly separated from left unicornuate uterus by
fibrous band with no obvious connection to it (Figure 3).

Rudimentary Horn
distended due to
hematometra

Unicornuate Uterus

ey

Figure 3: Non-communicating rudimentary horn 4x3
cm suspended by a fibrous band to the uterus visible
on the left side.

No evidence of endometriosis noted. Bilateral tubal
ligation site noted. Part of right fallopian tube proximal to
tubal ligation site was swollen and edematous. Excision
of right rudimentary horn with right sided fallopian tube
performed. On cutting the specimen revealed chocolate
colored fluid in rudimentary horn cavity suggestive of
hematometra with no communication within the cavity to
unicornuate uterus (Figure 4). Histopathology confirmed
the diagnosis of uterine horn with endometrium within it
with hematosalphinx. Intraoperative and postoperative
period was uneventful.

Figure 4: Cut section of the rudimentary horn
showing hematometra with no communication
within cavity.
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DISCUSSION

Most individual with a unicornuate uterus with
rudimentary horn are asymptomatic because the
rudimentary horn may be communicating or may not
have functional endometrium. Symptoms of menstrual
obstruction in non-communicating rudimentary horn with
functional endometrium usually develop in initial few
periods of menstruation after menarche. In present
patient, since the patient had no symptoms of obstructive
hematometra anytime previously, tubal ligation on right
side rudimentary horn must have been performed with the
assumption that either patient has the communication
with the other horn cavity or may not have functioning
endometrium. It may also be possible that rudimentary
horn diagnosis must have been missed during mini
laparotomy tubal ligation.

Present patient had a non-communicating rudimentary
horn with little functioning endometrium. With
communication of this rudimentary horn via fallopian
tube into the peritoneal cavity there was no obstruction to
menstrual flow despite of no communication to other
horn and had no symptoms of obstructive hematometra
till the procedure of tubal ligation was performed. After
performing tubal ligation, patient had obstruction of
menstrual fluid through fallopian tube with hematometra
in the rudimentary horn, resulting in progressively severe
dysmenorrhea.

Robischon K et al presented a case similar to ours where
the patients’ anomaly was found out only after detection
of hematometra after tubal ligation.® Her normal
reproductive history and lack of any prior pain symptoms
are in sharp contrast to the usual presentation of
unicornuate uterus with non-communicating functional
horn patients.'! Lee CY et al, presented a case where 6
years after tubal ligation, the patient developed
dysmenorrhea in 10 months prior to admission. They
attributed it to the functional endometrial debris which
obstructed the communication tract of rudimentary horn
after tubal ligation.!2

Optimal management for rudimentary horn depends on
the history and specific laparoscopic findings. In
asymptomatic patients the lack of readily available non-
invasive diagnostic method to detect both, the
communication  between rudimentary horn  and
unicornuate uterus and presence of small functional
endometrium in rudimentary horn further delays the
management of rudimentary horn. Especially for the
younger women in the fertile period as in present case,
the rudimentary horn must be excised because such
intervention will also prevent possible endometriosis
development. Authors suggest that while performing
tubal ligation in asymptomatic patients with rudimentary
horn, discuss with patient the option of either removal of
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non-communicating rudimentary horn during tubal
ligation or the possibility of development of this rare
iatrogenic complication if tubal ligation is done on the
side of non-communicating rudimentary horn.
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