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Abstract 
Introduction: The bicornuate uterus is a rare congenital anomaly associated with an increased risk of 

obstetric complications such as recurrent miscarriage, preterm labor, and malpresentation; however, a 

successful pregnancy is attainable, but it needs close prenatal monitoring; in some cases, surgical 

intervention is required. 

Case Presentation: 44-year-old female, G10P5A4, seven weeks gestation, presented for prenatal care. 

She is a known case of the bicornuate uterus; she had a history of left tubal ligation, three dilatation and 

curettage, in addition to three C-Section. Her most recent ultrasound showed a bicornuate uterus with 

an intrauterine sac at the right horn and left adnexal mass. 

Discussion: Most cases of the bicornuate uterus are asymptomatic, diagnosed during routine 

evaluation; however, some cases presented with dysmenorrhea and menorrhagia. A bicornuate uterus 

can be isolated or associated with other anomalies such as renal agenesis and vaginal septum.  

Conclusion: Ultrasound is the initial diagnostic test to detect bicornuate uterus, and magnetic 

resonance imaging represents the gold standard diagnostic imaging study. The detection of an 

asymptomatic bicornuate uterus requires rigorous prenatal monitoring; however, cases of bicornuate 

uterus with a history of obstetric complications necessitate surgical intervention with metroplasty or 

laparoscopy. 
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Introduction 

Congenital uterine anomalies result from abnormal development of Müllerian ducts during 

fetal life [1]. However, their effect on reproductive outcomes is unclear [2]. Uterine congenital 

anomalies ranged between two extremes extended from the mild form such as the arcuate 

uterus, which has a minimal clinical significance, to a more severe form such as Müllerian 

agenesis. All other subtypes of congenital uterine anomalies ranged between these two 

extremes: including unicornuate or bicornuate uteri, uterus didelphys, and septate uterus [3]. 

A bicornuate uterus is a class IV of Mullerian anomalies [4], and it can be complete or partial, 

resulting from an abnormal fusion of Mullerian ducts [5]. The bicornuate uterus is a rare 

anomaly and represents about 0.4% of the general population [6]. A bicornuate uterus is 

associated with obstetric complications such as recurrent pregnancy loss, preterm labor, and 

malpresentation [3, 7]. Despite the increased risk of complications associated with a bicornuate 

uterus, a successful pregnancy can be achieved, but it requires aggressive prenatal 

monitoring or surgical unification depending on an individual basis. 

We present a case of a 44-year-old female who was diagnosed with a bicornuate uterus, and 

she had multiple successful pregnancies and recurrent pregnancy loss.  

 

Case Presentation 

A 44-year-old female present to our primary care clinic with 7 weeks gestation for prenatal 

care. The patient is G10 P5A4. The patient was diagnosed with a bicornuate uterus and 

underwent left fallopian tube ligation in 2009. This is her tenth pregnancy; she had five 

successful pregnancies and four pregnancy losses. She had a history of three dilation and 

curettage (D&C) and three C-sections. Her quantitative HCG level on December 10 was 

5193 MIU/ML. On December 21, the quantitative HCG level was 5872 MIU/ML. All other 

Lab results were within normal limits. 
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The most recent transabdominal/transvaginal ultrasound of 

her current pregnancy showed a bicornuate uterus; the right 

uterus measured 11.0 x 4.0 x 4.3 cm, and left uterus 

measured 9.0 x 4.5 x 4.0 cm. an intrauterine sac-like 

structure measured 1.2 cm is identified at the right horn of 

the bicornuate uterus without a fetal pole or cardiac activity 

corresponding to an estimated gestational age five weeks 

and six days, which may represent an intrauterine 

pregnancy, blighted ovum or less likely pseudo gestational 

sac secondary to ectopic pregnancy. A complex structure 

measuring 5.6 x 3.8 x 3.1 cm was noted in the left adnexa, 

which could represent a large ovarian cyst, but a cystic mass 

or ectopic pregnancy is not excluded. There was no 

evidence of subchorionic hemorrhage.  

The pregnancy was determined to be non-viable because the 

HCG level was not doubled every 72 hours, and the 

ultrasound did not show any cardiac activity. Misoprostol 

was given to the patient to expel the non-viable embryo and 

to terminate the pregnancy. 

 

Discussion 

Most cases of the bicornuate uterus are asymptomatic in 

their adolescence [8]. Some cases may present with 

menorrhagia or dysmenorrhea, while others are diagnosed 

during routine evaluation for pregnancy; in addition, many 

cases are diagnosed when they present with obstetric 

complications. The physical exam is usually insignificant 

unless other abnormalities are present, such as genitourinary 

anomalies. 

In some cases, a vaginal septum can be associated with a 

bicornuate uterus, which may result in dyspareunia, or the 

inability to control menstrual bleeding with tampon in such 

cases. Removal of the vaginal septum exposed the double 

cervix and uterus [9]. 

Congenital renal defects can be seen with Mullerian 

anomalies due to the association between the development 

of the Mullerian duct, mesonephric duct, and urogenital 

sinus. Renal agenesis is the most common anomalies and is 

usually associated with the didelphys uterus. However, it 

can be seen with the bicornuate uterus [10]. 

In a few cases of bicornuate uterus, there is an increased risk 

of rupture uterus if the zygote Implanted in the rudimentary 

horn of the bicornuate uterus because it is unable to expand 

like a normal uterus does to accommodate a growing fetus 
[11].  

The diagnosis of the bicornuate uterus is primarily based on 

imaging which also directs the treatment. Ultrasound is the 

initial imaging technique to detect bicornuate uterus; it is 

cost-effective and widely available. 3D ultrasound has 

higher sensitivity and specificity than 2D ultrasound to 

differentiate bicornuate uterus from septate uterus [12]. 

Hysterosalpingography is another imaging modality that 

helps in the assessment of infertility [13]. Magnetic resonance 

imaging is the typical imaging modality to diagnose 

bicornuate uterus, and it is usually used for indeterminate 

cases [13]. 

The treatment of the bicornuate uterus depends on patient 

presentation. In asymptomatic cases that are diagnosed on 

routine evaluation during pregnancy, then it needs close 

monitoring to prevent obstetric complications [9]. In cases 

presented with complications, such as recurrent miscarriage, 

recurrent preterm labor, then it requires surgical 

intervention, which is either by Strassman metroplasty or 

laparoscopy [14, 15]. The Laparoscopic approach is superior to 

metroplasty as it is associated with fewer operative and 

post-operative complications [15]. 

 

Conclusion 

A bicornuate uterus can be an isolated finding, or it can be 

associated with other congenital anomalies. It can be 

asymptomatic, or it can be present with obstetric 

complications. The detection of the bicornuate uterus in a 

patient without a significant history does not mandate 

intervention; however, it requires close prenatal monitoring 

and management. For patients with a bicornuate uterus and 

a history of recurrent abortion or preterm labor, a unification 

procedure should be considered.  
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