Non-communicating contralateral tubular ectopic in a unicornuate uterus
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Background

Mullerian duct anomalies (MDAs) can be grouped by several classifications, most prominently by The Europe an
Society of Human Reproduction and Embryology - European Society for Gynaecological Endoscopy' (Figure 1). A
unicornuate uterus forms when one of the Mdillerian ductsfails to fuse properly with the other, representing ~10%
of allMDAs?3. The Millerian duct is responsible for development of the fimbriae, fallopian tubesand the
uterovaginalcanal(uterus, cervix, and upper part of vaginal canal).

The classification of unicornuateuterusincludes the presence or absence of a rudimentaryhom ontheabnormal
side, aswell as whether that horn communic ates with themain uterinecavity. Anon-communicating horn isthe
more common, accounting for 75-90% of c ases?*. Non-pregnant women with these anomalies can present with
non-specific abdominalpain, dysmenorrhoea, e ndometriosis, as wellasinfertility, or be entirely asymptomatic.
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Figure 1. ESHRE-ESGE classification of female genital tractcongenital anomalies (source: Grimbiziset al. 2013!).

Case Summary

A38-year-old female (G3P1) presented to our tertiary hospital emerge ncy department with findings on
ultrasound sugge stive of a left tubalectopic pregnancy. Her obstetric history was significant for one previous
caesarean section (at full dilatation of the cevix) for breech presentation, at 29+3 wee ks’ gestation, requiringan
‘inverted T’ incision. An incide ntal finding of unicomuate uterus without a rudimentary horn was made
intraoperatively. Absenceof the right tube was identified.

Attime of presentation, an externalserum beta hCG was 2900 IU/L (increasing from 2350 IU/L two days prior).
Ultrasound findings demonstrated an “empty uterus, potential 13x10x10mm left tubal mass, not conc lusive for
ectopic pregnancy, no free fluid”. The patient had experienced mild right sided pain three days prior but was
otherwise asymptomatic and was pain freeon review.

Arisingserum beta hCG of 3448 |[U/Lwas noted and medical management (with methotrexate) was

recommended by local hospitalguidelines. The patient’s preferencewas for medic al management to preserve
fertility (given her single functioningfallopian tube).

Day 1 post methotrexate, she retumed to the emergency department via ambulance with sudden onset of severe
right lower quadrantabdominal pain.
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. On arrival to the emergency department, observations were within normallimits. Clinical examination elicited moderate tender ness
in the right iliac fossa. A FAST scan (Focused Assessme nt with Sonography in Trauma) was positive for free fluid identified within the

pouch of Douglas. The patient was subsequently transferred to the operatingtheatre to undergo laparoscopic treatment for a
presumed ruptured ectopic pregnancy.

. Figures 2 A-E depictthe intraoperative findings. Significant hae moperitoneumwas observed on insufflation of the peritoneum
(500mL). Figure2 A demonstrates a left unicomuate uterus with communicatingleft tubeand ovary. Asmall right rudimentary horn
isdepicted in Figure 2 B. The right ovary and remnant right fallopian tubewere found fixed to the right abdominal side wall above the
level of the pelvic brim buried beneath oveying haemomrhagc clot (Figure 2 C). Following careful dissection of haematoma from
underlying tissue, suspected e ctopic pregnancy tissue was seen to be associated with the right ovary within thepresumed remnant

right fallopian tube (Figure2 D). Suspected right ectopicpregnancy tissue wasdivided and removed from theright ovary (Figure 2 E).
Histopathology subsequently confirmed an ectopic pregnancy within a fallopian tube.

. Postoperatively, thepatient recovered welland was discharged home the followingday. In the context of a known Miillerian

abnomality, a recommendation for IVF in future pregnancieswasmade dueto the increased riskof ectopic pregnancy.

Discussion

Ectopic pregnancies account for 1-2% of all pregnancies and are the leading causeof matemal mortality in the first timester. Itis
important that riskfactors for ectopic pregnancy arecarefully identified as presentations in the first trimester may be variable. One
importantrisk factor, and perhapsless commonly seen, is the presence of uterine malformations.

The incidence of uterine malformations isvariably reported as ap proximately 3-4%. Of these, 9.6% are made up by unicornuate uterus
variants3. These rare embryological variants haveimportant clinical impact not only in their gynaecological symptomatology such as
dysmenorrhea, dyspareunia and impaired fertilityss, but also through theirimpacts on obstetric outc omes, demonstrating higher rates of
ectopic pregnancy, miscarriage and pretemm birth72. Finally, as evidenced in this case, these anomalies can present complexities in
diagnosis and management that may delay treatment, ultimately placing affected women atincreased risk of morbidity and mortality.

Severalcaseshavebeen reported of ectopic pregnancies occurringin rudimentary homs?, either communic ating or not communicating
with the main uterine cavity. The majority are non-communicating and thus present a risk of uterine rupture with the developing fetus’®.
In this case, however, the danger arosefroma much rarer subset of unicomuate uteri, with a remnant non-communicating tube
developingin conjunction with a non-descendent, intra-abdominal ovary.

This case representsan opportunity for consideration of severalimportant clinicalrisksin cases of Miillerian anomalies, firstly in their
recognition, but also in the awarene ss of the broad range of anatomicalvariants. While ultrasound is the mainstay of diagnosis for
ectopic pregnancies, clinicians should maintain a degree of caution and suspicion in these cases.

Learning points

1. While rare, uterine anomaliesincreaserisk of obst etric complications.

2. Thiscase highlight sthe need for vigilantsurveillanceand management of pregnanciesin theserare circumstances, given the unique dangersthey may pose forpatients in accessing timely
and appropriate clinical care.

3. Fortunately, inthis case, the patient had access to care in a tertiary (complex care) centre and, with ongoings pecialistinput, spontaneously conceived a second child and gave birth via

caesarean section at31+1weeks’ gestation, having presented in labourwith a breech fetus once again.
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