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INTRODUCTION 

The normal development of the female reproductive tract 

involves a chain of processes beginning with the 

differentiation, migration, fusion and then subsequent 

canalization of the Müllerian system. Various uterine 

malformations can occur due to abnormal fusion of 

paramesonephric ducts.1 The overall prevalence is 1-10% 

in unselected population, 2-8% in subfertile women and 

5-30% of women with a history of miscarriage.2 Uterus 

bicornis bicollis is characterized by a double or single 

vagina, double cervix and two single-horned uteruses 

which show a partial fusion of their muscular walls with 

duplication extending down to the uterine orifice. 

Although the bicornuate uterus does not lead to reduced 

fertility, it is frequently associated with adverse 

pregnancy outcomes such as recurrent abortions, 

miscarriages, preterm births, fetal growth restricted 

babies and rarely end up in an uncomplicated full-term 

pregnancy. The most common symptomatic presentation 

is with early pregnancy loss and cervical incompetence.3 

Studies have shown that uterine rupture might occur 

during pregnancy because of a thin wall and inability of 

malformed uterus to expand to an extent a normal one 

can.4 The pregnancies carried in a bicornuate uterus fall 

in the high-risk category and therefore need earlier 

detection and rigorous follow-up throughout the 

pregnancy to detect the complications at their earliest.  

CASE REPORT 

Ms. X, 26 years female reported to emergency on 7th 

February 2018, being referred from a government 

hospital on account of postdated pregnancy. She was a 

primigravida married since two years, with 40 weeks 4 

days period of gestation, sure of her date of last menstrual 

period. On clinical examination, she was calm, conscious, 

co-operative, well oriented to time, place and person. Her 

vitals were stable and had an average built and nutrition. 

Per abdomen examination revealed a single fetus in 

oblique lie with breech lying in the right subchondral 

region and vertex presentation. The head was 5/5 
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palpable. The fetus seemed to be relatively stuck with 

minimal liquor. On per vaginum examination, a midline 

non-communicating longitudinal septum was felt 

traversing throughout the vagina. The septum was 

reaching upto the cervical canal and dividing it into two 

equal halves. Both cervices were admitting two fingers, 

minimally effaced with flat membranes and fetal head 

could be felt through the both the cervical openings. She 

had only one ultrasonography report in second trimester 

which showed a single live fetus of 24 weeks 

corresponding to her gestation by Last Menstrual Period 

(LMP) with adequate liquor. However, no uterine 

anomaly was detected in that ultrasound. Investigations 

revealed that her hemoglobin level was 10.0 g/dl, blood 

group was B positive, hepatitis B surface antigen was 

negative, non-reactive HIV screening, and urinalysis was 

within the normal limits. Blood was arranged and after 

counseling of patient and her attendants, emergency 

caesarean section was done under spinal anaesthesia. 

Intra-operatively, the uterus was bicornuate with a full-

term pregnancy in the right horn as seen in Figure 1.  

 

Figure 1: Arrows showing bicornuate uterus with a 

smaller left horn. 

 

Figure 2: Arrows showing lower uterine segment 

communicating with both uterine cavities. 

An alive term male baby weighing 3.0 kg was delivered, 

cried immediately at birth with an APGAR score of 9/10 

at 1 minute and 10/10 at 5 minutes. There was no gross 

congenital malformation in the baby. The liquor was 

scanty. The placenta was postero-fundal, the uterine tubes 

and the ovaries were grossly normal on both sides. The 

intra-operative blood loss was 500 ml. The left horn was 

small, measuring 5x3 cm. Both the horns communicated 

in the lower uterine segment where the head was 

impacted as seen in Figure 2. The vaginal septum 

extending upto cervical os could be visualized and felt. 

The postoperative period was uneventful, and the patient 

was discharged on 9th postoperative day after removal of 

stitches. Patient reported in outpatient department after 6 

weeks for regular follow-up with a healthy baby. 

DISCUSSION 

The incidence of congenital uterine malformation is 

estimated to be 3-5% in general population. Most widely 

accepted classification was given by sub-committee of 

the American Fertility Society (now the American 

Society of Reproductive Medicine) in 1986. Bicornuate 

uteri belong to class IV.5 There is partial fusion of the 

paramesonephric ducts. Most of the women with a 

bicornuate uterus are asymptomatic but may present with 

dyspareunia or dysmenorrhea in the presence of a thick, 

sometimes obstructing, vaginal septum which is present 

in 25% of the patients. Most common symptomatology in 

bicornuate uterus is cervical incompetence requiring 

cerclage operation.6 Sometimes there may be associated 

abnormalities of renal tract as in other mullerian 

anomalies. However, studied patient had history of 

dyspareunia but she conceived spontaneously with 

virtually uneventful pregnancy.  

Bicornuate uterus may be an independent risk factor for 

uterine rupture irrespective of the gestation and parity of 

patient. A rare case of bicornuate uterus rupture in a full 

term pregnancy have been reported.7 Rare cases of early 

detection of bicornuate bicollis uterus with unilateral 

cervical atresia in teenager female presenting with 

chronic debilitating pain have been reported in literature.8 

An interesting case of uterus bicornis bicollis with six 

months pregnancy in right horn and pyometra in left horn 

has also been reported.9 Some studies have shown the 

risk of both deformations (limb contractures, scoliosis, 

and club foot) and malformations (omphalocele, 

teratoma, microcephaly and acardia-anencephaly) in 

babies born to such uterine anomaly patients.10,11 

Diagnostic workup includes proper history, 

ultrasonographic examination, hysteroscopy, 

sonosalpingography, laparoscopy, hysterosalpingography 

and Magnetic Resonance Imaging in infertile patients.12 

Sonography, though useful in diagnosing uterine 

anomalies, is operator-dependent and may be missed as 

in studied case. Women with bicornuate uteri have a 

62.5% chance of having a live birth and 25% risk of 

preterm birth and spontaneous abortion.13 Surgical 

corrections like Strassman’s Metroplasty may be needed 

in patients with poor reproductive outcome.14 Majority of 
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the patients land up in maternal or fetal complications 

thereby halting the normal progress till the expected date 

of delivery. One case of successful pregnancy in bicornis 

bicollis uterus has been reported carrying till 36 weeks of 

pregnancy.15 Till date, no other case has been reported in 

literature to the best of author’s knowledge. Present case 

report is unique having a postdated pregnancy with 

minimal complications and good fetal outcome. 

CONCLUSION 

This is a case of bicornuate uterus (bicornis bicollis) with 

a communicating horn which was successfully carried 

undiagnosed till term gestation, more so 4 days post-

dated. Women should be counseled to get their regular 

antenatal check-up so as to detect such pregnancies 

earlier rather than landing in emergency room directly. 

This could have helped render extra care to the patient 

thereby decreasing the risk of both maternal and fetal 

complications. A high index of suspicion should be kept 

at each stage for improving fetomaternal outcome in 

future. 
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