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Abstract:
Uterus didelphys accounts for 13% of uterine anomalies and has been correlated with preterm delivery and
fetal malpresentation at delivery. A 37-year-old pregnant woman reported a spontaneous pregnancy in the
right horn of a uterus didelphys. The course of the pregnancy was complicated by gestational diabetes, but no
miscarriage threat or preterm delivery threat was reported during this pregnancy. She arrived at our division,
in labor, at 39.2 gestational weeks’. She delivered by cesarean section due to failure to progress at 5 cm. Her
post-operative course was uneventful. Vaginal delivery could be a safe option and the induction of labor or the
use of oxytocin could be helpful in such cases, but recommended doses and labor time should be evaluated, so
cesarean section is to date the most frequent delivery route in uterus didelphys at term.
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Introduction

Müllerian anomalies are congenital defects of the female genital system due to abnormal embryological devel-
opment of the Müllerian ducts (failure of its development, fusion, canalization or reabsorption). The incidence
of uterine malformation is difficult to report considering that the data is usually referred to an infertility cohort,
but poor information has been reported in the general population.

Uterus didelphys is characterized by the presence of two separate uterine horns and two different uterine
cervix due to an absence of fusion between the two Müllerian ducts. In a study by Hua et al., uterus didelphys
accounted for 13% of the uterine anomalies and was correlated with preterm delivery [1]. In a systemic review
published in 2011 this malformation presented a significant increase of preterm labor and fetal malpresentation
at delivery, however, no higher incidence of first and second trimester miscarriage was found in comparison
with the general population [2]. A rate of 45% of pregnancies with uterus didelphys delivered at term [3]. A
vaginal delivery could be an option even if a cesarean section is usually the most frequent means of delivery,
considering high possibility of the alteration of cervix dilatation or abnormal fetal presentation.

Case report

A 37-year-old pregnant woman reported a spontaneous pregnancy in a malformed uterus. Her gynecologi-
cal and obstetrical history reported a uterus didelphys and a longitudinal vaginal septum, which divided the
right and left uterine cervix, and a first trimester miscarriage. The patient was a normal weight (pre-gestational
weight was 55 kg, with 11 kg of weight gain during pregnancy), she is tall, 175 cm; she had been a smoker, who
stopped smoking at the beginning of the pregnancy; she had no medical disease and she reported no surgical
intervention. The pregnancy was spontaneous and implanted into the right horn. The course of the pregnancy
was complicated by gestational diabetes, well controlled by diet. She never had bleeding, a miscarriage threat
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or a preterm delivery threat during this pregnancy, so she did not receive any medical therapy. The ultrasound
examination during pregnancy reported a normal growth fetus with a normal placenta implantation on the
fundus of the right uterine horn. She arrived to our division, in labor, at 39.2 gestational weeks’; on arrival, the
right cervix was smoothed and the dilatation was 2 cm; the left cervix presented a 3 cm length and was closed.
She required and was given an epidural anesthesia. After 4 h, the dilatation was 5 cm. Despite other 5 h of valid
contractions, the dilation remained unchanged. We preferred not to use oxytocin for labor augmentation, so
she was delivered by cesarean section. At the surgical intervention, we saw a small a left uterine horn and a
right one containing the fetus. We performed a transversal incision on the low right uterine segment, with the
birth of a healthy male neonate, weighing 2900 g, whose Apgar scores at 1 and 5 min were, respectively, 9 and
10 and the pH of the umbilical cord was 7.31. Blood loss at cesarean delivery was 200 mL. Her post-operative
course was uneventful. At discharge, 3 days after surgery, the right horn was contracted and the left horn was
not appreciable on abdominal palpation. The ultrasound evaluation demonstrated a regular right horn with a
thin intrauterine cavity and a small and regular left horn.

Discussion

Here, we describe a rare case of spontaneous labor at term in a pregnant woman with a uterus didelphys.
Even if a higher risk of preterm delivery in cases of this uterine malformation has been reported, our patient’s
gestation was regular. During the pregnancy, she underwent frequent obstetrical observations every 2–3 weeks,
to evaluate the likely development of complications. She never required progesterone or tocolytic therapy. She
desired a vaginal delivery, but unfortunately, she required a cesarean delivery due to the failure of cervical
dilation to progress beyond 5 cm.

We describe our case because of the rarity of uterus didelphys and the peculiar gestational age at which our
patient came to our division in labor, considering that she never presented a risk of preterm labor in pregnancy,
without any preventive therapy [1]. Considering that vaginal delivery has described in the literature as a safe
option in such cases, we assisted the labor of our pregnant woman. We did not administer oxytocin as a labor
augmentation, even if in the literature, it is occasionally used. We preferred to wait through the spontaneous
course of her labor due to the possibility of a uterine rupture in the malformed uterus and because a specific
protocol for these cases, with doses and time of augmentation, was not available in our institution.

In the literature, there were only nine cases delivered at term (Table 1). In two cases, the pregnant women had
successful vaginal deliveries. Another case described the first twin “had a successful vaginal delivery” while a
cesarean section was performed for the second twin. Cesarean section was frequently done, it was performed
in 72% of cases, due to abnormal fetal presentation, maternal desire or during labor due to the alteration of the
cervix dilatation or a not reassuring cardiotocography. In the cohort reported in Table 1, a cesarean section was
performed in six cases (66.7%).

Table 1: Cases of term delivery in patients with uterus didelphys reported in the literature.

Case no. Author/year Pregnancy course Gestational
age at delivery

Delivery mode and indication

1 Narayansingh
1998 [4]

Vaginal bleeding during
pregnancy

38 weeks Cesarean section after premature
rupture of the membrane

2 Fedele 1987 [5] Term
3 Giannopoulos

T 2004 [6]
Uncomplicated pregnancy 38 weeks Cesarean section (patient on her

third pregnancy, one termination in
the first trimester; second pregnancy
delivered by cesarean section at 38
weeks)

4 Chen 2006 [7] No preterm labor during
pregnancy

38 weeks Cesarean delivery for breech
presentation

5 Rana 2008 [8] Pyocolpos at 10 weeks treated
with antibiotics and surgical
incision

37 weeks Vaginal delivery

6 Isango 2013 [9] Uncomplicated pregnancy 39.5 weeks Diagnosis of uterus didelphys at
cesarean delivery performed for
cervix dystocia
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7 Park 2013 [10] Uterus didelphys with a blind
hemivagina complicated by
pyocolpos due to Pediococcus
infection, drained and treated
with antibiotics

39 weeks Cesarean section for patient refuse
to vaginal delivery

8 Maki 2014 [11] Uncomplicated pregnancy 37 weeks Twin pregnancy. Spontaneous labor
after premature rupture of the
membrane. First twin delivered
vaginally after oxytocin
augmentation; second twin
delivered by cesarean section due to
a not reassuring cardiotocography

9 Rezai 2015 [12] Uncomplicated prenatal care;
no bleeding or threatened
preterm labor

38.4 weeks Induction of labor with misoprostol
for membrane rupture; Pitocin
augmentation of labor; vaginal
delivery

Close monitoring during pregnancy is recommended in patients with uterus didelphys. No routine use
of therapy for preventing preterm contractions is required. Future studies, which will define adequate doses
and time of augmentation of labor, are required. These data could increase the rate of vaginal delivery in the
population with a uterus didelphys.

Conclusion

Vaginal delivery could be a safe option and the induction or augmentation of labor could be helpful in bringing
about successful vaginal deliveries, the recommended doses and specific management should be evaluated in
future studies, cesarean section is to date the most frequent mode of delivery in uterus didelphys at term.
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