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Abstract 

Uterine malformations consist of a group of miscellaneous congenital anomalies of the female 

genital system, being the unicornuate uterus the class most unfrequently diagnosed. It is related 

to an increase of obstetrics complications and in turn, the presence of a rudimentary horn is cause 

of chronic pelvic pain.  

We report the case of a 29 yerar-old who came to our hospital with intense dysmenorrhea. 

Imaging techniques revealed a unicornuate uterus with a rudimentary horn. We performed a 

laparoscopic removal of this uterine anomaly without any complication in the postoperative 

period. 

In our case report, we demonstrate the effectiveness of laparoscopy for the treatment of type IIb 

Müller abnormalities. 
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INTRODUCTION 

Congenital uterine abnormalities are a heterogeneous group of uterine configurations that may 

adversely affect reproductive potential. 

Unicornuate uterus represents 0.3–4% of the uterine anomalies, occurs in 1/5400 women and 74–

90% are associated with a rudimentary horn. (1) 

This anatomical abnormality may lead to many obstetrical and gynaecologic complications. 

Besides gynaecologic complications such as endometriosis, chronic pelvic pain, hematometra 

and primary infertility, there may be obstetrical problems as well, such as ectopic pregnancy, 

early abortion and premature birth. (2) 

CASE REPORT 

The patient is a 29-year-old, nulligravid, woman who arrives at Gynaecology and Obstetrics 

service of the Álvaro Cunqueiro Hospital due to severe dysmenorrhea.   
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Previously she was treated with oral combined hormonal contraceptives and with a subdermal 

contraceptive implant without clinical improvement. 

The ultrasound scan shows two hemiuterus separated by a thick septum (10-12 mm). (Figure 1) 

The next therapeutic step was to administer Decapeptyl and perform a magnetic resonance 

imaging (MRI). 

MRI reports a left unicornuate uterus with a rudimentary right horn that has its own endometrial 

cavity and does not communicate with the left hemiuterus. (Figure 2) 

 

Figure 1. The 2D vaginal ultrasound scan shows the unicornuate uterus (UU) and the 

rudimentary horn (RH). 

 

Figure 2. Magnetic resonance imaging showing the unicornuate uterus (UU) and the rudimentary 

horn (RH). 
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Due to the refractory synthoms it was decided to perform resection of the right horn by 

laparoscopy.  

Exploratory findings during laparoscopy were a unicornuate uterus with a non-communicating 

and larger right horn. Both ovaries and Fallopian Tubes were normal in shape and size. Right 

Fallopian Tube communicated with right hemiuterus. Right uterine artery supplied the left 

hemiuterus. (Figure 3a) 

Other findings were endometriotic lesions in the anterior pelvic peritoneum and the pouch of 

Douglas.  

The surgical technique was a resection of the right hemiuterus and right salpingectomy with 

bipolar cautery and harmonic energy.  

Then, there was performed a selective coagulation of the hemi hysterectomy bed in the left 

hemiuterus junction area. The piece was removed by endoscopic morcellation by a 12 mm 

suprapubic trocar insertion site. 

The integrity of the left hemiuterus cavity and permeability of the left Fallopian Tube were 

checked by the administration of blue methylene liquid. The total surgical time was 100 minutes.  

 

(a)                                                           (b) 

Figure 3. Anatomy before (a) and after (b) removal of the rudimentary horn. Unicornuate uterus 

(UU), rudimentary horn (RH) 

Pathological examination of the specimen confirmed the diagnosis. Our patient evolved without 

complications in the postoperative period. 

The patient experimented clinical improvement in subsequent controls, without recurrence in her 

pelvic pain.  

DISCUSSION 

A unicornuate uterus with a non-communicating rudimentary horn belongs to group II-b of the 

classification of the American Society of Reproductive Medicine (ASRM). This subtype of 

anomaly has a very low incidence when compares with other gynaecological pathologies, 

estimated approximately 1 per 100.000 women of fertile age. (3) 
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This subtype of anomaly is associated with endometriosis, by means of a retrograde 

menstruation, and also with renal abnormalities, both of which should be assessed before any 

treatment. These patients usually present with diffuse pelvic pain and dysmenorrhea caused by 

hematometra in the rudimentary horn, endometriosis, pyometra or torsion of the abnormal 

portion of the Fallopian Tube. 

Patients with a non-communicating rudimentary uterine horn present with cycle-dependent or 

cycle-independent pelvic pain. 

These patients also have a higher rate of ectopic pregnancies and miscarriage, as well as preterm 

deliveries when they succeed in getting pregnant. (4) 

It is important that appropriate treatment be given not only to symptomatic patients but also to 

asymptomatic women with a uterine horn containing endometrium, in order to avoid retrograde 

menses, endometriosis, and adhesions. The gold standard for the treatment of a rudimentary 

uterine horn is excision by the use of laparoscopy or laparotomy. The rapid advancement of 

minimally invasive surgery in recent years permits laparoscopic or hysteroscopic treatment in 

most cases. However, in view of the small case numbers treated so far, the procedure should be 

confined to specialized laparoscopic centers. (5) 

The surgical technique of choice has to be adapted to the type of malformation. There are some 

details in the surgery that need to be keep in mind. First, in our case there was a well-defined 

limit between the unicornuate uterus and the rudimentary horn what made the surgery easier. 

Hysteroscopy could be useful in such a case, since opening the uterine cavity may affect future 

reproduction. In our case we administrated blue methylene liquid to check the integrity of the 

uterine cavity. Secondly, we removed the Fallopian Tube on the side of the rudimentary horn in 

order to avoid tubal pregnancies. 

CONCLUSION  

A left unicornuate uterus with a rudimentary right horn is an unusual disease with symptoms that 

worsen the quality of life and with a medical treatment which is not effective in most cases.  

Our report demonstrates that operative laparoscopy can be used for a successful and minimally 

invasive removal of a rudimentary horn. 
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