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ABSTRACT
Abdominal pregnancies are classified as primary or secondary of which secondary abdominal pregnancies are more
common. The incidence of abdominal pregnancy varies from 1 in 372 to 1 in 9,714 live births and accounts for 1.4%
of ectopic pregnancies. Rudimentary horn pregnancy occurs in approximately 1/76 000 to 1/150 000 pregnancies.
Abdominal pregnancies are classified as primary or secondary of which secondary abdominal pregnancies are more
common. The incidence of abdominal pregnancy varies from 1 in 372 to 1 in 9,714 live births and accounts for 1.4%
of ectopic pregnancies. Rudimentary horn pregnancy occurs in approximately 1/76 000 to 1/150 000 pregnancies.
We report a case of secondary abdominal pregnancy in a 24-year-old primigravida at 19 weeks gestation who was
asymptomatic on admission but a known case of unicornuate uterus with rudimentary right horn. Ultrasound revealed
fetus in the abdominal cavity and was confirmed by MRI. Intraoperatively, fetus was found en sac in abdominal
cavity and placenta in the cavity of the ruptured right rudimentary horn which was removed in toto with the horn.
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INTRODUCTION
Abdominal pregnancies are classified as primary and
secondary. Secondary abdominal pregnancies are the
most common and result from tubal abortion or rupture
or, from subsequent implantation within the abdomen
after uterine rupture. The incidence of abdominal
pregnancy varies from 1 in 372 to 1 in 9,714 live births
and accounts for 1.4% of ectopic pregnancies.1,2
The presentation of patients with an abdominal
pregnancy varies and depends on the gestational age. In
the first and early second trimesters, the symptoms may
be the same as tubal ectopic gestation; in advanced
abdominal pregnancy, the clinical presentation is more
variable.
Diagnostic
aids
include
abdominal
ultrasonography, CT, MRI, abdominal radiography.3-5
Because the pregnancy can continue to term, the potential
maternal morbidity and mortality are very high.

Unicornuate uterus with a rudimentary horn is a
Mullerian duct malformation. The incidence of Mullerian
duct malformations in the general population is estimated
to be 4.3% while that of unicornuate uterus is about
0.4%.6 Rudimentary horn pregnancy occurs in
approximately 1/76 000 to 1/150 000 pregnancies.7,8
CASE REPORT
A 24-year-old primigravida presented to our hospital at
19 weeks and 3 days of pregnancy, referred from
peripheral hospital as a case of unruptured chronic
ectopic pregnancy.
Patient had history of treatment for primary infertility,
but now conceived spontaneously, and, as a part of
evaluation, underwent hysterolaparoscopy and a
diagnosis of unicornuate uterus with rudimentary right
horn was made.
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Her initial dating scan was normal with evidence of
intrauterine gestation. At 15 weeks pregnancy, she had
complaints of pain abdomen and bleeding per vaginum.
She was admitted in a peripheral hospital and suspected
to have cervical incompetence, prophylactic encirclage
was done.
Now, on admission, patient was asymptomatic, vitals
were stable, clinically not pale and afebrile. On per
abdominal examination, fetal parts were superficially felt
in the left hypochondrium, uterus not palpable, no other
masses felt, free fluid, nor tenderness. Per vaginal
examination, vagina healthy, cervix pointing downwards
and cervical stitch visualized, same removed. There was
no adnexal mass, cervical motion tenderness, no
bleeding.

Figure 3: 15 weeks scan of intrauterine pregnancy,
abdominal pregnancy (which may have been
interpreted as intrauterine.)

Figure 1: Uterus seen separately.
Figure 4: Fetus visualized beneath rectus sheath.

Figure 2: Fetus in sac in the abdominal cavity.
Further evaluation with USG abdomen and pelvis yielded
a diagnosis of abdominal pregnancy with the following
features like uterus and fetus separately visualized, foetus
in abdominal cavity and placenta seen in? horn of the
uterus.
Patient was subsequently taken up for exploratory
laparotomy.
Intraoperative findings were like ruptured right
rudimentary horn with placenta in the cavity of the right
horn. Fetus weighing 270 gm with amniotic sac in
peritoneal cavity with cord communicating to the
placenta. Amniotic band attached to sigmoid mesentery.

Figure 5: MRI of intra-abdominal gestational sac with
fetus in left lumbar and pelvic region.
The ruptured rudimentary horn was removed along with
the placenta. Amniotic band adherent to sigmoid
mesentery removed. Drain kept and abdomen was closed.
One unit packed red cell was transfused intra operatively.
Immediate post-operative period was uneventful.
On post-operative day 7, suture removal was done,
patient had wound gaping and wound re-suturing was
done subsequently and patient discharged after adequate
antibiotic coverage and wound care.
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Ultrasonographic diagnosis made prior to rupture is the
key to successful management of rudimentary uterine
horn pregnancy. MRI has a high rate of diagnostic
accuracy for Mullerian abnormalities.10
Our patient was asymptomatic on admission, but with
prior history of unicornuate uterus. Clinical finding and
USG gave suspicion of an abdominal pregnancy and was
confirmed by MRI. The intra-operative findings
confirmed a unicornuate uterus with a communicating
type of rudimentary horn which could have probably
ruptured at the time when she presented with painful
abdomen and bleeding per vaginum at 15 weeks
gestation.

A

B
Figure 6: (A and B) Fetus in the peritoneal cavity.

Figure 7: Placental attachment.
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She fortunately continued the pregnancy without
significant hemorrhage. In our patient, the placenta was
in the cavity of the ruptured rudimentary horn and partly
exposed out. It was possible to remove the whole of the
placenta along with the rudimentary horn to which it was
attached without significant hemorrhage.
This case report has highlighted the need for high index
of suspicion of an abdominal pregnancy in a known case
of unicornuate uterus with rudimentary horn. The
radiologist and obstetrician should be aware of such
possibilities which could be missed sonographically and
also should correlate with the clinical features in
establishing early diagnosis and prompt treatment to
prevent complications.
Similar case report by Rajshree et al, presented a primi
at 28 weeks of gestation, presented with acute
abdominal pain and distension with circulatory shock.
Clinical and ultrasound findings were suggestive of
abdominal pregnancy and possibility of rupture of one
horn of bicornuate uterus. Laparotomy revealed
abdominal pregnancy with dead foetus and ruptured
right rudimentary horn.11
Another case report by Bansal et al, presented a gravida 2
Para 1 Live 1 with previous vaginal delivery who came
with acute abdominal pain with clinical diagnosis of
ruptured ectopic pregnancy. Laparotomy revealed
ruptured rudimentary horn pregnancy with fetus in the
abdominal cavity. Excision of rudimentary horn was done
which was non-communicating.12
CONCLUSION

Figure 8: (A and B) Ruptured rudimentary horn.
DISCUSSION
First case of ruptured rudimentary horn pregnancy was
described by Mauriceau in 1669.9
Diagnosis of abdominal pregnancy requires a high index
of suspicion. History and physical examination are often
inconclusive. Rudimentary uterine horn pregnancy
usually ruptures during second or third trimester.

The presentation of a pregnant woman, who is a known
case of anomalous uterus, especially with abdominal pain
in association with bleeding or spotting per vaginum,
should alert the obstetrician to the possibility of rupture
subsequently leading to abdominal pregnancy. Prompt
diagnosis and early intervention will help prevent the
mortality and morbidity.
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