
productive outcomes. Despite refinements intended to
improve the specificity of CUA classification, the lack
of a universally accepted framework continues to hin-
der consistency in clinical practice and scientific com-
munication. Diagnosis relies primarily on imaging; ho-
wever, limited access to three- dimensional (3D) ultra-
sound and overlapping clinical presentations can obs-
cure findings, occasionally necessitating surgical

INTRODUCTION

C ongenital uterine anomalies (CUAs) are often
asymptomatic and detected incidentally during

routine gynecological examinations or imaging. Ne-
vertheless, they can have profound implications for re-
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Abstract

Congenital uterine anomalies (CUAs) are often asymptomatic but can significantly impact on reproductive outcomes. We
report the case of a 33-year-old multiparous woman who presented to the emergency department with pelvic pain and va-
ginal bleeding. Transvaginal ultrasound suggested a rudimentar horn ectopic pregnancy, prompting surgical intervention.
Intraoperative findings revealed a complete bicornuate uterus, with the pregnancy located in the left hemicavity. Delivery
was planned by cesarean section due to breech presentation and complicated by postpartum hemorrhage. This case high-
lights the diagnostic challenges of different CUAs, with a direct impact on clinical management, frequently only recognized
during surgical exploration.
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Resumo

As anomalias uterinas congénitas (ACUs) são frequentemente assintomáticas, mas podem ter impacto significativo na gra-
videz. Este caso descreve uma multípara de 33 anos que recorreu ao serviço de urgência por dor pélvica e hemorragia va-
ginal. A ecografia transvaginal era sugestiva de gravidez ectópica num corno uterino rudimentar, tendo sido decidido tra-
tamento cirúrgico. Intra-operatoriamente, identificou-se um útero bicórneo completo com uma gravidez na hemicavida-
de uterina esquerda. Foi proposta cesariana eletiva por apresentação pélvica, complicada com hemorragia pós-parto. Este
caso ilustra os desafios diagnósticos entre as diferentes ACUs, com implicações diretas na decisão clínica, muitas vezes iden-
tificadas apenas em contexto cirúrgico.
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exploration for definitive confirmation. We report a
case initially suspected as an ectopic pregnancy that ul-
timately proved to be an intrauterine gestation within
one hemicavity of a complete bicornuate uterus.

CASE REPORT

A 33-year-old multiparous woman (gravida 3, para 2)
with no relevant personal or family medical history pre-
sented to the emergency department with a 24-hour
history of vaginal bleeding accompanied by pelvic pain.
Speculum examination revealed a normal-appea-
ring vagina and cervix, without evidence of active he-
morrhage or visible lesions. Only scant traces of old
blood were noted, although the exact source of blee-
ding could not be determined. Transvaginal ultrasound
revealed a viable embryo with cardiac activity inside a
gestational sac, apparently located outside the uterine
cavity, with a crown-rump length consistent with 
approximately eight weeks of gestation (Figure 1). Vi-
sualization of the left ovary was impeded by an inter-
posed mass corresponding to the gestational sac, rai-
sing initial suspicion of a left tubal or cornual ectopic
pregnancy.

Despite maintaining hemodynamic stability, the pa-
tient experienced persistent abdominal pain, and the
presence of a viable embryo significantly heightened the
risk of tubal rupture and clinical deterioration. Lapa-
roscopy was therefore selected as the most appropriate
approach, offering both diagnostic confirmation and
immediate therapeutic intervention if necessary. Ho-
wever, the uterus exhibited an atypical morphology, ma-
king it unclear whether the case represented an ectopic
pregnancy within a communicating left rudimentary
uterine horn or an intrauterine pregnancy in the left ute-
rine hemicavity of a bicornuate uterus. Due to this un-
certainty and the technical difficulty of the procedure,
the surgery was converted to an exploratory laparoto-
my. This approach allowed for definitive identification
of a bicornuate uterus, with the left hemicavity slightly
enlarged and exhibiting a soft consistency, consistent
with an intrauterine pregnancy. In contrast, the right
hemicavity demonstrated a firm texture, characteristic
of a non-gravid uterine horn (Figure 2). There were no
complications in the post-operative period.

The pregnancy was followed up in the high-risk obs-
tetrics clinic. The only notable complication, during
the course of the pregnancy, was mild idiopathic poly-
hydramnios, diagnosed in the third trimester. This con-
dition, characterized by normal fetal morphology, ne-
gative viral serologies, negative indirect Coombs test

FIGURE 1. Ultrasound image of a bicornuate uterus with an
eight-week embryo located in the left uterine cavity; Initial sus-
pected ectopic pregnancy in a rudimentar horn. (Red arrow –
Uterus; Green arrow – Initial suspected ectopic pregnancy;
Purple arrow – Embryo; Yellow arrow – Free fluid in the pouch
of Douglas).

FIGURE 2. Exploratory laparotomy showing a bicornuate ute-
rus.
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my. Hemostasis was achieved successfully with the 
administration of uterotonic agents (oxytocin and sub-
lingual misoprostol) and hemostatic sutures. Aside
from the expected postpartum anemia, the patient ex-
perienced no further complications and was discharged
in good health together with her healthy baby.

Postpartum abdominal-pelvic computed tomogra-
phy (CT) was performed to rule out surgical compli-
cations and evaluate potential urinary tract anomalies.

DISCUSSION

The female reproductive tract develops through fusion
of the Müllerian ducts between the 6th and 14th weeks
of gestation. Embryologically, the Mu� llerian ducts fuse
to form the fallopian tubes, the uterus and the upper
two-thirds of the vagina. The lower third of the vagina
originates from the urogenital sinus, which forms two
solid evaginations, the sinovaginal bulbs, that fuse with
the caudal portions of the mullerian ducts1.

Defective lateral fusion of the Müllerian ducts is
the primary defect responsible for a bicornuate ute-
rus. This results from partial fusion of the ducts, lea-
ding to varying degrees of separation of the uterine
horns, from complete to minimal division2. The pre-
valence of bicornuate uterus among patients with nor-
mal reproductive outcomes is approximately 5%3,
which places our patient within the spectrum of wo-
men who can achieve successful pregnancies despite
this anomaly.

and no criteria for gestational diabetes, resolved spon-
taneously before term.

At 38 weeks and 5 days of gestation, an elective lo-
wer-segment transverse cesarean section was perfor-
med due to breech presentation (Figures 3-5). A 
baby was delivered from the left hemicavity, weighing
3390 g, with Apgar scores of 9, 10 and 10 at 1, 5, and
10 minutes, respectively. The procedure was compli-
cated by postpartum hemorrhage secondary to uterine
atony and laceration of the left angle of the hysteroto-

FIGURE 3. Bicornuate uterus at cesarean section: anterior view
before hysterorrhaphy.

FIGURE 4. Bicornuate uterus at cesarean section: anterior view
after hysterorrhaphy.

FIGURE 5. Bicornuate uterus at cesarean section: posterior
view.
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Given the shared embryological origin of the urina-
ry and reproductive tracts, renal anomalies are present
in up to 30% of patients with Müllerian anomalies4. In
concordance with this association, postpartum CT of
our patient identified left renal agenesis. This finding
underscores the importance of incorporating renal ima-
ging in the evaluation of patients with uterine anoma-
lies, typically performed through renal ultrasound. In
this case CT was chosen to rule out postpartum com-
plications, such as pelvic hematoma, particularly in the
context of significant hemorrhage, hysterotomy lace-
ration, and postpartum anemia.

The two most widely applied classification systems
are those of the European Society of Human Repro-
duction and Embryology with the European Society
for Gynaecological Endoscopy (ESHRE/ESGE)5 and the
updated American Society for Reproductive Medicine
(ASRM) Müllerian Anomalies Classification6.

The ESHRE/ESGE system defines anomalies accor-
ding to anatomical deviations stemming from their
common embryological origin, categorizing them into
seven major uterine anomalies, and classifies cervical
and vaginal anomalies as additional independent sub-
classes5. Notably, some studies suggested that the pre-
valence of septate uterus has been overestimated when
assessed with this classification, as it relies on the in-
ternal indentation-to-wall-thickness ratio without re-
quiring external fundal assessment, raising concerns
about diagnostic accuracy and consistency7.

The new ASRM 2021 classification, which revised
the 1988 American Fertility Society system, expanded
to nine distinct groups: Müllerian agenesis, cervical
agenesis, unicornuate uterus, uterus didelphys, bicor-
nuate uterus, septate uterus, transverse vaginal septum
and longitudinal vaginal septum6. According to this
classification, our patient’s anomaly corresponds to a
complete bicornuate uterus, defined by the presence
of a serosal fundal indentation greater than one centi-
meter, resulting in full separation of the cavities, rather
than only the upper third as would be expected in a
partial bicornuate uterus8. The main differential diag-
nosis would be a didelphys uterus, however, this was
excluded as the patient presents a single cervix and no
vaginal septum.

Despite the existence of various classification sys-
tems, Müllerian anomalies remain largely misunders-

tood, due to their rarity and the limited clinical expo-
sure of healthcare providers, often leading to delayed
diagnosis, suboptimal management or ongoing issues
such as chronic pelvic pain or compromised repro-
ductive function6. While many patients are asympto-
matic, obstructive anomalies may cause cyclic pelvic
pain, amenorrhea, or abnormal bleeding patterns. Pa-
tients with a longitudinal vaginal septum may present
dyspareunia or persistent bleeding despite tampon use,
as separate tampons may be required for each vaginal
canal9.

Two-dimensional (2D) ultrasound is the initial ima-
ging modality of choice for evaluating Müllerian ano-
malies due to its wide availability, noninvasiveness and
cost-effectiveness. Diagnosis is best achieved with 3D
ultrasound, which allows simultaneous evaluation of
the endometrial cavity and the external uterine con-
tour, essential for differentiating between septate and
bicornuate uterus10. Magnetic resonance imaging re-
mains the gold standard when 2D and 3D ultrasound
findings are inconclusive or limited10. Hysterosalpin-
gography provides excellent information about the in-
terior contour of the uterine cavity, but not the exter-
nal uterine contour, rendering it inadequate for distin-
guishing between certain anomalies11.

Women with CUAs, including bicornuate uterus,
face increased risks of miscarriage, preterm birth, mal-
presentation, and cesarean delivery12. In our case,
breech presentation led to cesarean delivery, aligning
with published data on higher incidence of malpre-
sentation13.

Postoperative complications, particularly those re-
lated to uterine anomalies, are well documented, es-
pecially during and following cesarean delivery13. Our
patient experienced postoperative hemorrhage and
uterine atony, both of which were successfully mana-
ged. These complications underscore the elevated risk
associated with surgical interventions in women with
bicornuate uterus, corroborating previous reports of
increased surgical challenges in such cases14.

In summary, this case highlights that CUAs, though
rare, should be considered in the differential diagnosis
of pregnancies located in atypical anatomical positions,
as they may mimic ectopic implantation. Maintai-
ning diagnostic vigilance and considering Müllerian
anomalies in the clinical decision-making process are



Congenital Uterine Anomalies: Diagnostic challenges and implications on pregnancy outcomes. A Case Report

44 Acta Obstet Ginecol Port 2026;20(1):40-44

essential to avoid unnecessary surgical procedures and
to optimize maternal and fetal outcomes.
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