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A Case Report on an 18-Year-Old Primigravida Patient  
With Uterine Didelphys

Sameer Narulaa, c, Maggie Jiangb, Paola Rosab

Abstract

We present a case of an 18-year-old primigravida who presented to la-
bor and delivery at 41 weeks and 3 days, admitted for induction of labor 
at late term. During her antepartum course, the patient was suspected 
to have a uterine anomaly, bicornuate vs. uterine didelphys, given the 
findings during her first trimester ultrasound. The patient was eventu-
ally taken for primary cesarean section for category 2 fetal heart trac-
ings after being admitted for induction of labor. After delivery of the 
fetus and closure of the hysterotomy, patient was noted to have severe 
uterine atony, requiring massive transfusion protocol and cesarean hys-
terectomy with a total estimated blood loss of 6,680 cc. This was an in-
teresting case due to the confirmation of the Mullerian anomaly found 
intraoperatively, and the adverse outcome for the young patient who 
required a hysterectomy for life-saving measures. Based on literature 
review, and in consideration of this case, we suggest if suspicion of a 
Mullerian anomaly in the antepartum period, a full evaluation of the 
anomaly be performed along with a plan for delivery.
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Introduction

Uterine didelphys is a congenital defect of the female genital 
system that arises from abnormal embryological development of 
the Mullerian ducts. A didelphys uterus, also known as a double 
uterus, is one of the least common Mullerian duct anomalies. 
These anomalies can occur due to failure of development, fu-
sion, cannulization, or reabsorption which normally occurs be-
tween 6 and 12 weeks in utero [1]. According to the ESHRE 
nomenclature, it is a class U2b, with internal indentation > 50% 
of the uterine wall and external contour straight or with indenta-

tion < 50%. There also may be a double cervix or double vagina 
and a longitudinal septum separating them in two [2].

Most women with a uterine didelphys are asymptomatic, but 
some present with dyspareunia or dysmenorrhea in the presence 
of a varying degree of longitudinal vaginal septum. Typically, 
these uterine anomalies are found incidentally. Most sources es-
timated the incidence of these abnormalities to be from 0.5% to 
5% of the general population of females. In contrast, bicornuate 
uterus, ESHRE class U3, typically has a fundus that is indented 
> 1 cm, or a fundal midline exceeding 50% of the uterine wall 
thickness, and the vagina and cervix are typically normal, with 
one cervix [2, 3]. It results from a partial instead of complete fu-
sion of the Mullerian ducts. Depending on the extent of fusion, 
separation of the uterine horns can occur [4]. It is generally ac-
cepted that having a uterine anomaly is associated with adverse 
pregnancy outcomes, such as, increased likelihood of premature 
labor, spontaneous abortion, cesarean delivery (due to fetal po-
sitioning), and/or decreased live births in comparison to those 
with a normal uterine anatomy [3].

Case Report

An 18-year-old G1P0 with a suspected uterine anomaly at 41 
weeks and 3 days presented to labor and delivery for scheduled 
induction of labor. During her prenatal course, findings dur-
ing maternal-fetal medicine (MFM) first trimester ultrasound 
detected two definite uterine horns, with a vaginal septum pre-
sent, but unable to confirm presence of two cervixes. At a sub-
sequent visit, the ultrasound was unable to determine whether 
the uterus was bicornuate or didelphys, as well as the num-
ber of cervixes. No further imaging was ordered to confirm 
the type of uterine anomaly present. Following clinic visits 
throughout pregnancy course were unremarkable.

While being induced for late term, the patient developed 
an intraamniotic infection and developed category 2 fetal heart 
tracing which continued despite resuscitative measures. She 
was then taken for primary cesarean delivery. Extensive ad-
hesions were encountered intraoperatively despite the patient 
having no history of other abdominal surgeries. Visual inspec-
tion revealed a uterine didelphys with two separate cervixes 
and normal tubes and ovaries bilaterally, as well as a transverse 
vaginal septum that was discovered at the time of her hyster-
ectomy. Adhesions were also noted between the left uterine 
horn, and a portion of the large intestine. After delivery of the 
fetus, and closure of the hysterotomy, blood accumulation was 
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greater than expected in the paracolic gutters. A full evaluation 
to assess for possible sources of bleeding was performed with-
out any obvious source found.

During this time, the decision was made to convert to 
general anesthesia, due to regional anesthesia becoming inad-
equate for pain control.

At this point, the patient had lost approximately 2 L of 
blood, and received 4 units of packed red blood cells (RBCs). 
During evaluation of possible sources of bleeding, significant 
uterine atony was noted from both horns, despite continued 
uterine massage and multiple uterotonics. Massive blood 
transfusion protocol was initiated, and a decision was made 
to proceed with a cesarean hysterectomy for life-saving pur-
pose. On-call gynecology-oncologist was called to the operat-
ing room, and aided in completion of the procedure without 
difficulties.

At the end of the operation, the patient’s estimated blood 
loss was 6,680 cc, and was transfused with a total of 18 units of 
packed red blood cells, 8 units of fresh frozen plasma, 2 units 
of platelets, and 7 units of cryoprecipitate. Total operative time 
in this case was approximately 7 h.

Patient was taken to intensive care unit postoperatively, and 
was downgraded to the post-partum floor after becoming more 
stable. Patient had an uncomplicated postoperative course, and 
was discharged in stable condition on hospital day 8.

Pathology report noted moderate chorioamnionitis, and 
confirmed uterine didelphys with separate uterine horns, uter-
ine corpus, and separate cervixes. No evidence of other abnor-
malities or malignancy was noted (Fig. 1).

Discussion

In analysis of the case, pathology reports, and further literature 
review, there are a few points we can consider for future preg-

nancy planning for women with uterine anatomical anomalies. 
We recommend discussing the routes of delivery as well as 
gestational age of delivery early in the antepartum period in 
patients with a Mullerian anomaly. Early planning would fa-
cilitate the proper resources to be available at the time of deliv-
ery to minimize possible maternal and fetal adverse outcomes.

Research has also shown the use of general anesthesia to 
increase the risk of uterine atony, prolonging bleeding time. 
These anesthetic agents interfere with uterine contractility by 
affecting hemodynamics. Although in some cases, general an-
esthesia is a necessity, use of such agents and their adverse 
effects on uterine tone should be considered [5, 6].

Based on literature review, the best long-term outcome 
in such uterine anomalies is achieved with an early diagno-
sis, complete evaluation, clear understanding of the anomaly, 
mobilization of appropriate surgical resources, sufficient pre-
operative counseling, and planned surgical intervention if nec-
essary. In similar cases, surgical delivery has been perceived 
as the safest mode of delivery for Mullerian abnormalities [7]. 
Therefore, with the aforementioned case and similar presen-
tations, it would have been beneficial to counsel the patient, 
schedule a delivery date with a planned delivery method at an 
earlier gestational age, and plan route of delivery given her 
uterine anomaly diagnosis.

Conclusion

Uterine anomalies, while rare, present a challenging case in 
labor and delivery. In many cases, uterine anomaly is a mys-
tery until pregnancy is confirmed. In order to avoid emergen-
cy surgeries with less than ideal preparations, women with 
possible uterine anomalies detected at first trimester ultra-
sounds should be fully worked up, including: imaging such 
as an magnetic resonance imaging especially in indeterminate 
cases. Additionally, planning for delivery would allow for 
the appropriate resources to be available to facilitate a safe 
outcome for both mother and neonate. Patients with uterus 
didelphys belong to a high-risk group and deserve meticulous 
prenatal care [8]. Full diagnosis and evaluation of the anom-
aly is necessary and important in order to plan for delivery 
appropriately. On the basis of our review of the literature, we 
think that uterus didelphys is a sufficient, but not absolute in-
dication for cesarean section. However, although vaginal de-
liveries have been reported in patients with uterine didelphys, 
we believe that surgical delivery is a safer method for this 
Mullerian anomaly [9].
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Figure 1. Uterus didelphys: causes, symptoms, diagnosis and treatment. 
Cleveland Clinic. https://my.clevelandclinic.org/health/diseases/23301-
uterus-didelphys. Accessed September 18, 2022.
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