Case Report
Uterus bicornis unicollis; Occurrence of consecutive viable pregnancies in separate horns.
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SUMMARY
A case of two-consecutive viable pregnancies in separate horns of
bicornuate unicollis uterus of a Nigerian is presented. The problem
of misdiagnosis associated with the anomaly is noted. This case further
demonstrates that women with such anomaly may not have unhindered
reproductive carrier and antenatal care will improve their chance.
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INTRODUCTION
Congenital anomaly of the uterus result from varying
degrees of failure of fusion of Mullerian ducts but
may occasionally arise from true duplication of the
ducts[1]. This variability makes their diagnosis very
tasking even when radiological investigations such as
ultrasonography, hysterosalpingography, and magnetic
resonance imaging are used [1, 2]. Three-dimensional
ultrasound has been shown to improve the accuracy
of diagnosis [3].
The incidence reported in the literature ranges between
0.13 – 0.4 percent among the general population [4, 5].
Simon et al also, reported about 3.2 percent of fertile
women to have bicornuate uterus [6].

horn while the left horn was enlarged to the size of a
14-week gravid uterus with a visible scar). A live male
infant weighing 2.45kg, with Apgar scores of 5 and
10 at 1 and 5-minutes respectively. The appearance
of the uterus shortly after repair of the uterine incision
is shown in figures 1 and 2. Speculum examination
performed on the 4 th postoperative day showed a
single cervix (figure 3). She had an uneventful
postoperative period and her baby had no
malformation. The patient was discharged home on
the 7th postoperative day with a progestogen-implant
for contraception following her refusal for sterilization.

Pregnancy occurs despite this anomaly but, only few
advance to term without any complication. Studies
have shown that offspring of mothers with bicornuate
uterus are at risk of both deformations (limb
contractures, scoliosis, and club foot) and
malformations (omphalocele, teratoma, microcephaly
and acardia-anencephaly) [7, 8].
CASE REPORT
An unbooked 32-year old Nigerian, carrying her fourth
pregnancy, presented on the 8th of July 2006 at the
University College Hospital, Ibadan with a 2-hour
history of labour pain, without vaginal bleeding or
liquor drainage, at a gestational age of 35-weeks. The
patient received no antenatal care and had no obstetric
ultrasound in this pregnancy. She had a normal hospitalsupervised pregnancy and vaginal delivery in 1994. She
had an emergency caesarean section at 38 weeks in
another hospital in 2000, the records of which were
unavailable. In 2003, the patient had a second caesarean
delivery in our hospital at which the fetus was found
to be lying longitudinal in the left horn of a bicornuate
uterus contrary to a preoperative diagnosis of
transverse lie. The baby’s birth weight was 2.95kg

Left hornwithcurrent CS
Right hornwitholdscar

Figure1: Showing the double uterus intraoperatively

After the initial evaluation, she refused bilateral tubal
ligation as a method of contraception despite the two
previous caesareans but consented to the operative
delivery. The patient had an emergency caesarean section
(her third) shortly after her admission. The
intraoperative findings were: pelvic adhesions,
bicornuate uterus (the fetus was occupying the right
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resulting from abnormal configuration of the fundus
of the uterus in the third trimester may be a challenge
as it was the case in this patient [1].
One of the challenges that are associated with uterine
abnormalities is preterm delivery as shown in this case
[9]
. Despite the non-attendance of antenatal care by
this Nigerian woman, she was fortunate to be delivered
at a tertiary health institution where experienced
paediatricians are available on twenty-four hour
coverage to resurscitate the newborn. This case
underscores the importance of routine antenatal care
where at least one obstetric Ultrasonography could
have assisted in the diagnosis of the abnormal uterus
and thus prevented the misdiagnosis of abnormal lie
that may have responsible for all the caesarean deliveries.

Figure 2: Showing the posterior view of the
bicornuate uterus and ovaries

It is important that clinicians are aware that women
with bicornuate uterus could have a successful
reproductive carrier contrary to the widely held view.
In addition, Nigerian women should be encouraged
to attend antenatal care as this will assist in better
evaluation of their clinical conditions rather than
presenting as an emergency in labour.
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Figure 3: Speculum examination showing a single
cervix.
DISCUSSION
Mullerian duct anomalies are generally rare and often
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preterm labour, uterine rupture and other obstetric
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