
 

 

Case study  
 
UTERINE RUPTURE ASSOCIATED WITH PLACENTA ACCRETA IN A COMMUNICATING 
PSEUDO-UNICORNUS: A CASE REPORT AND REVIEW OF THE LITERATURE 
 
 
ABSTRACT  
Introduction  
Uterine malformations are abnormalities of the development of the Müllerian ducts and 
represent 1 to 4% in terms of prevalence in the population. Pregnancy constitutes a 
circumstance of discovery of this congenital anomaly with an increased risk of obstetrical 
complications, the most dreaded of which are ectopic pregnancy and uterine rupture.  
Case presentation 
We report in our observation a case of uterine malformation associated with pregnancy. This 
was a 20 years old female patient with a 34 SA pregnancy who presented with abdomino-
pelvic pain. On clinical examination a threat of preterm delivery was suspected. Obstetrical 
ultrasound revealed a prævia mass suggesting adnexal torsion or a prævia myoma. A 
laparotomy was carried out, which revealed a communicating pseudo-unicornuate uterus 
(AFS class II type 3) with the pregnancy located in the communicating part. A subserous 
uterine rupture associated with a placenta accreta was noted at this level. Fetal extraction 
was performed followed by a hemostasis hysterectomy. The postoperative course was 
unremarkable with a healthy live infant.   
Conclusion  
These rare cases require a good prenatal follow-up with early ultrasound. This is often 
difficult in rural areas where the low socio-economic level favors a delay in diagnosis and 
management and the mode of discovery remains during an obstetrical complication. 
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INTRODUCTION 
Uterine malformations are abnormalities of the development of the Müllerian ducts and 
represent 1 to 4% in terms of prevalence in the population. Pregnancy constitutes a 
circumstance of discovery of this congenital anomaly with an increased risk of obstetrical 
complications, the most dreaded of which are ectopic pregnancy and uterine rupture [6-10].  
We report in our observation a case of uterine malformation associated with pregnancy. 
 
Case presentation 
A 20 years old girl came on her own for abdomino-pelvic pain associated with a pregnancy of 
33 SA. In her obstetrical history, she is a second gesture second pare all delivered by vaginal 
route without notion of complications.   
She had three prenatal consultations without any particularities, with a prenatal check-up 
done without any particularities. She benefited from an obstetrical ultrasound performed 
late in the pregnancy at 19 weeks of age without any other anomaly being detected. 
On admission, the general examination was normal. Obstetrically, the diagnosis of a 
moderate threat of labor according to the Baumgarten score was retained and the patient 
was hospitalized. Tocolysis with salbutamol and pulmonary maturation were initiated.  
Ultrasound performed in the department revealed a heterogeneous praevia mass measuring 
96 mm in long axis, as well as a total overlying placenta previa (Figures 1 and 2). The 
hypothesis of adnexal torsion or necrobiosed myoma previa was put forward.   
A remission of the symptomatology was observed during her hospitalization but 5 days later 
the abdominal pain resumed, which led to the indication of an emergency exploratory 
laparotomy. 
At the exploration we noted the existence of a communicating pseudo unicornuate uterus 
(figures 3(A-B) and 4(A-B)); with the pregnancy localized at the level of the communicating 
part (figure 4B), with a beginning of uterine rupture under serosa associated with a placenta 
praevia accreta.  
A caesarean section followed by a hemi-hysterectomy was performed which allowed the 
extraction of a live female infant weighing 1700g.  
The postoperative course was simple and the hospital stay was 5 days.  
The malformative workup done at a distance came back normal. 
 
DISCUSSION  
The discovery of a uterine malformation during pregnancy is rare [7].  
Indeed, in the literature, the prevalence of these cases is estimated at 1/100000 or even 
1/140000[7]. 
The positive diagnosis of a pregnancy on a rudimentary horn of a pseudo-unicornuate uterus 
suffers from a delay in our context related to several factors: the diagnostic delay due to 
diagnostic wandering, the poor technical platform especially in rural areas and the presence 
of ultrasound equipment of low quality.  
Furthermore, even with the availability of a good quality ultrasound machine, there remains 
a difficulty in ultrasound diagnosis. Tsafir et al proposed criteria for early ultrasound 
diagnosis of pregnancies on a rudimentary horn of a pseudo unicornuate uterus, namely: a 
pseudo picture of an asymmetric bicornuate uterus, absence of visual continuity between 
the cervix and the lumen of the horn containing the pregnancy; presence of myometrial 
tissue around the gestational sac and more or less the presence of hypervascularization 
typical of a placenta accreta [14]. 



 

 

The differential diagnosis during exploratory laparotomy for uterine rupture between 
pseudo unicornuate uterus with rudimentary horn (type IIa or IIb of the AFS classification) 
and bicornuate uterus (IVb and especially IVa of the AFS classification) remains difficult as 
shown by our observation. This difficulty is reinforced by the fact that in some cases 
reported in the literature, there are approximations that do not allow precise differentiation 
of the two malformations [2,3,10]. Their distinction is all the more difficult as the 
rudimentary uterine horn is gravid and therefore of at least the same size as the main 
uterine horn. 
Pregnancy in a rudimentary horn is associated with an increased risk of delayed uterine 
rupture in 50 to 80% of cases [8]. This fragility is explained by the distension of the horn, 
which leads to its rupture when the stretch following gestation becomes too great.  
This fragility may be accentuated by pathological placental implantation (placenta accreta 
and percreta), leading to erosion of the horn [9]. These placentation anomalies are favored 
by a poor quality endometrium and a thin myometrial thickness. Uterine rupture occurs 
mainly in the second trimester in 60 to 90% of cases [6]. In case of discovery of a pregnancy 
on a rudimentary horn, the continuation of the pregnancy or the achievement of a medical 
termination of pregnancy can be debated. Indeed, it is frequent and there is currently no 
way to prevent this complication. 
Most of the cases described concern monofetal pregnancies. A case of twin pregnancy in a 
pseudo unicornuate uterus evolving in each of the horns was described by Ejnes et al, with a 
preventive extraction of the two fetuses at 22 weeks of amenorrhea [5]. Three other cases 
have been described in 1945 [5,11]. Taheri et al. described a case of twin pregnancy in a 
pseudo unicornuate uterus, where in each hemimatrix there was an 8SA embryo; an early 
hemihysterectomy at 8SA was performed to avoid complications and keep the pregnancy 
evolving in the main horn [13]. 
The surgical management of this malformation during pregnancy is based on excision of the 
rudimentary horn associated with ipsilateral salpingectomy. This procedure can be 
performed by laparotomy or laparoscopy [1,12].  
Neoadjuvant medical treatment with methotrexate has also been described but the benefit 
of this treatment remains to be evaluated [4].   
It seems necessary to refer these patients to a multidisciplinary prenatal diagnosis center 
(CPDPN) [7]; this is difficult in sub-Saharan Africa where such multidisciplinary centers are 
not yet in place. 
 
CONCLUSION  
These rare cases require good prenatal follow-up with early ultrasound. This is often difficult 
in rural areas where the socio-economic level favors a delay in diagnosis and management 
and the mode of discovery remains during an obstetric complication. Hence the interest of a 
rapid establishment of a multidisciplinary center for prenatal diagnosis.  
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Figure 1: ultrasound image of the praevia mass 
 

 
Figure 2: Ultrasound image of the patient's low inserted anterior placenta 
 

  
 

(A)       (B) 
Figures 3 (A-B): macroscopic aspect of the rudimentary horn and the normal horn after fetal 
extraction 

  
(A)                     (B) 

Figure 4(A-B) : Post operative view of the malformation and demonstration of the 
communication of the rudimentary horn   



 

 

 


