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Abstract
A unicornuate uterus is a relatively rare Müllerian anomaly with an incidence of 2.5-13%. It may lead to
various gynecological or obstetric complications, and diagnosis can often be confusing and delayed. It is
associated with varying clinical presentations depending on the presence of functional endometrium, which
requires immediate surgical resection on the diagnosis.

We report two cases of the unicornuate uterus in young women who presented with severe progressive
dysmenorrhoea. These cases highlight the challenges in diagnosing the condition by ultrasound, which was
confirmed later by MRI. Both cases were managed by laparoscopic resection of the functional non-
communicating uterine horn. On follow-up, both patients were found asymptomatic with normal menstrual
cycles.

In patients of young age who present with abdominal pain, adnexal masses of unknown origin, and severely
painful periods, we should consider Müllerian duct anomalies as one of the differential diagnoses. Early and
proper preoperative diagnosis of these cases is essential to prevent complications and to offer adequate
treatment. Operative laparoscopy is an excellent alternative to laparotomy for their management,
particularly in young unmarried girls.
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Introduction
A unicornuate uterus is a relatively rare malformation caused by abnormal or failed development of one of
the paired Müllerian ducts, and its incidence has been reported to be 2.5%-13% [1,2]. Müllerian duct
anomalies occur because of complete or incomplete agenesis, defective fusion, or resorption failure. The
unicornuate uterus results from aplasia or atresia of one side of the Müllerian tube. Incomplete atresia of a
Mullerian duct results in a rudimentary horn, which is broadly connected through a streak of tissue with the
unicornuate uterus, and in 74% of the cases, there is no communication between the two endometrial
cavities [3,4]. Patients are mostly asymptomatic in rudimentary horn with a non-functional and non-
communicating endometrial cavity. However, a non-communicating horn with a functional endometrial
cavity can cause painful menstruation, lump abdomen, and dyspareunia due to hematometra,
hematosalpinx, or endometriosis following retrograde menstruation. It may be associated with
malformations of the upper urinary tract as well [5]. These uterine anomalies are either diagnosed
incidentally or when they present with gynecologic and obstetric complications [6]. Imaging studies like
ultrasound and MRI are found to be useful in the diagnosis as well as for surgical planning and anticipation
of the amount of myometrial connection [7]. Resection of the rudimentary horn is the definitive treatment
modality. We describe two cases of non-communicating functional rudimentary horns that were successfully
managed laparoscopically.

Case Presentation
Case 1
A 16-year-old unmarried girl presented to the outpatient Department of Obstetrics and Gynaecology of our
institute with complaints of severe dysmenorrhoea and vomiting. She had attained menarche at the age of
13 years, and since then, she had experienced progressively increasing dysmenorrhoea. Her menstrual cycles
were regular at an interval of 28-30 days, and with a monthly flow of three to five days. On general
examination, her vitals were normal. Her secondary sexual characters were well developed. On abdominal
examination, there was tenderness in the right iliac fossa. On pelvic examination, the vulva was normal with
an intact hymen. Per rectal examination, the uterus was normal in size with an approximately 4 x 4 cm
palpable mass in the right adnexal region. The patient was having horizontal nystagmus, microcornea, and

1 1 2 3 4

 
Open Access Case
Report  DOI: 10.7759/cureus.11419

How to cite this article
Begum J, Maharana N, Behera S, et al. (November 10, 2020) Laparoscopic Approach Towards Non-Communicating Functional Rudimentary
Uterine Horn: A Report of Two Cases. Cureus 12(11): e11419. DOI 10.7759/cureus.11419

https://www.cureus.com/users/190054-jasmina-begum
https://www.cureus.com/users/194295-nibedita-maharana
https://www.cureus.com/users/129098-shashi-shankar-behera
https://www.cureus.com/users/194296-manwar-ali
https://www.cureus.com/users/194297-sudipta-mohakud


iris coloboma. Transabdominal ultrasound showed features of bicornuate uterus with the right-side
paraumbilical ectopic kidney. MRI of the abdomen and pelvis was subsequently done, which revealed a
unicornuate uterus with a right-side non-communicating horn and hematometra along with a right-side
paraumbilical ectopic kidney. Electroencephalogram (EEG) and MRI brain and spine were found to be
normal.

The patient was planned for laparoscopy as consent for hysteroscopy could not be obtained. Intraoperative
findings during laparoscopy were as follows: a unicornuate uterus with a distended right rudimentary horn.
The left round ligament was attached to the left uterine cornual region; however, the right round ligament
arose from the rudimentary horn. The non-communicating rudimentary horn was attached by a thick band
of tissue to the uterus. The left-side fallopian tube was healthy. The right-sided fallopian tube was short,
thickened, and beaded. Bilateral ovaries were normal. No evidence of endometriotic lesion was seen in the
pelvis. Laparoscopically, the rudimentary horn was resected, right salpingectomy was performed (Figures 1,
2), and this was followed by the repair of the resected myometrium by interrupted square sutures. During
resection, adequate care was taken to avoid entry into the endometrium of the uterus. For proper
identification of ectopic kidney and prevention of inadvertent ureteric injury, we also had a surgeon as
standby. Histopathological study of the rudimentary horn revealed functional endometrium. The
postoperative period was uneventful, and the patient was discharged on the third postoperative day. The
patient came for a follow-up after her next menses and was found to be asymptomatic.

FIGURE 1: Case 1 intraoperative laparoscopic image 1
Laparoscopic imaging of the right-side rudimentary horn of the unicornuate uterus
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FIGURE 2: Case 1 intraoperative laparoscopic image 2
Laparoscopic resection of the right-side rudimentary horn of the unicornuate uterus

Case 2
A 21-year-old unmarried female was admitted to the emergency ward with complaints of severe
dysmenorrhoea. She had attained menarche at 14 years. Her previous menstrual cycles had been regular,
with an average flow. She also had progressively increasing dysmenorrhoea. On admission, her vitals were
normal and there was diffuse tenderness on abdominal examination. On rectal examination, the uterus could
not be delineated and there was tenderness on the right side. Ultrasonography revealed the presence of two
endometrial cavities with collection inside the right-side cavity suggesting hematometra. MRI confirmed the
presence of non-communicating right horn with hematometra.

The patient was planned for diagnostic and therapeutic hystero-laparoscopy after obtaining informed
consent. On hysteroscopic examination, the uterine cavity was tubular, and the left-sided tubal ostium was
visualized with the absence of right-side ostium. Laparoscopy confirmed the presence of a rudimentary horn
on the right side, which was attached to the uterus by a broad band of tissue. We proceeded with the
resection of the right rudimentary horn with right salpingectomy without disturbing the integrity of the
endometrial cavity of the left side followed by the repair of the myometrium by interrupted square sutures.
The surgeon’s help was also sought intraoperatively for proper identification of the ureters. The patient was
discharged on the third postoperative day (Figures 3, 4). At the subsequent follow-up, the patient was found
to be asymptomatic with regular menstrual cycles.

2020 Begum et al. Cureus 12(11): e11419. DOI 10.7759/cureus.11419 3 of 6

https://assets.cureus.com/uploads/figure/file/151171/lightbox_875f74d0009111eb826601070f08c3de-Fig-1b.png


FIGURE 3: Case 2 intraoperative laparoscopic image
Laparoscopic resection of the right-side rudimentary horn and repairing of resected myometrium

FIGURE 4: MRI of the pelvis
Pelvic MRI: T2 signal MRI indicated the presence of the right-side functional rudimentary horn with
hematometra in a unicornuate uterus. Both ovaries were demonstrated

MRI: magnetic resonance imaging

Discussion
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The actual incidence of the unicornuate uterus is difficult to ascertain as many patients remain
asymptomatic due to the non-functional noncommunicating horn [1,2]. The recent European Society of
Human Reproduction and Embryology (ESHRE)/European Society for Gynaecological Endoscopy (ESGE)
classification system for Müllerian anomalies classifies Class U0 as normal uteri, Class U1 as dysmorphic
uteri, Class U2 as septate, Class U3 as bicorporeal, Class U4 as hemi-uterus, Class U5 as atrophic, and Class
U6 as unclassified [8]. According to this, a hemi-uterus with a rudimentary functional horn is Class U4 (a),
whereas Class U4 (b) is a hemi-uterus with a rudimentary non-functional horn. The presence of functional
endometrium in the non-communicating horn is the key factor for complications such as acute abdomen
and hematometra as seen in our case. It can also lead to complications like ectopic pregnancy, torsion, and
endometriosis if left untreated [9].

The diagnosis of the unicornuate uterus is difficult with conventional ultrasonography as demonstrated in
both of our cases. However, MRI is the accepted gold standard for the detection of Müllerian anomalies [10-
12]. Intravenous pyelogram (IVP) can also be a diagnostic tool to rule out any associated renal anomaly,
but its role is limited in the presence of MRI [13]. Preoperative MRI and IVP are essential to plan out the
surgical proceedings as they can give a better overview of the pelvic anatomy and the extent of the
myometrial connection. Hysteroscopy should also be performed for diagnostic purposes and to exclude
vaginal or cervical anomalies. It is also helpful in the visualization of the plane of dissection between the
rudimentary horn and uterus by trans-illumination [14]. Hysteroscopy was done in our second case, which
confirmed the non-communicating horn and helped us in the resection of the horn. Once diagnosed,
surgical excision of the non-communicating functional rudimentary horn is recommended to avoid
potential complications like hematometra, endometriosis, and future pregnancy-related complications [15].
Laparoscopic approaches have comparable outcomes to laparotomy; however, with emerging skills in
minimally invasive surgery and the added advantages of shorter hospital stay, small incisions, and less
postoperative pain, laparoscopy has become the first choice for experienced hands despite the challenging
and complex nature of the procedure [16-18]. In our cases, we had performed a careful preoperative
evaluation of both patients to detect anatomical subtype, attachment type, and associated malformations of
the upper urinary tract. We succeeded in the laparoscopic removal of the rudimentary horn along with the
same-side fallopian tube without any complications. This was possible because we took utmost care in
defining the anatomical landmarks, proper cleavage planes, followed careful hemostasis, identified the
ipsilateral ureter, and traced its pelvic course. We also performed simultaneous hysteroscopy to evaluate the
uterine cavity to find the relationship with the rudimentary horn. In both cases, we sutured the myometrial
defect to avoid any potential uterine rupture in future pregnancies since both patients were young girls. The
postoperative period was uneventful, and on subsequent follow-ups, both patients were found to be
asymptomatic with normal menstrual cycles.

Conclusions
Unicornuate uterus, though uncommonly seen, should be considered with a high index of suspicion in cases
of acute abdomen and progressive dysmenorrhoea in the post-menarcheal group. Early diagnosis of this
condition is essential to prevent gynecological or obstetric complications. Proper preoperative evaluation for
potential urinary tract anomalies is the most important step to avoid intraoperative complications. High
levels of laparoscopic skills are required for the effective management of the unicornuate uterus with a non-
communicating functional horn.
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