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Abstract 
The uterus bicorne is a uterine malformation whose pathophysiology is known 
but the etiology remains obscure. Few studies have been interested in this 
subject. This is the clinical observation of Mrs. X 26-year-old housewife nul-
liparous who consulted for repeated late spontaneous abortions. The clinical 
examination was normal. The ultrasound revealed a double uterine cavity in 
Y, in favor of a unicervical bicorne uterus. At hysterosalpingography, the 
tubes were permeable and the uterus doubled with a single cervix. The treat-
ment consisted of a uterine plasty. The postoperative course was simple. The 
patient gave birth to a newborn male 20 months after surgery. 
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1. Introduction 

The real incidence of uterine malformations is difficult to assess in the literature 
[1]. The bicornous uterus is a uterine malformation. The bicorne uterus can be 
one cervical or two cervicals. When he is two or bi cervical he is called by the 
Anglo Saxon uterus didelphe. The pathophysiology of these malformations is 
known but the etiologies remain obscure and few studies have been interested. 
Its frequency in uterine malformations varies from 39% to 45%. In fertile women 
there is 41% of bicorn uterus while in infertile women there is 25% of bicornous 
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uterus. The bicornous uterus may be subject to recurrent miscarriage. The res-
toration of a normal uterinecavity is the basis of their treatment [2]. It may re-
quire uterine plasty. We report here a case of pregnancy after uterine plasty of a 
cervical united bicorn uterus. 

2. Clinical Observation 

Mrs X housewife of nullipare 26 years consulted for repeated late spontaneous 
abortions. In her antecedents we noted 7 spontaneous late miscarriages occur-
ring between the 4th and the 6th month of pregnancy. These abortions occur in an 
apyretic context without obstetrical trauma. On examination there was no pain, 
no dysmenorrhea, no cycle disorder and no urinary disorder. We did not note 
abnormalities in morphotype, development of secondary sexual characteristics, 
hair growth or breast development. On speculum examination we observed a 
single cervix without any particularity. The vaginal touch was normal. 

The ultrasound revealed a double uterine cavity joining Y at the cervix, in fa-
vor of a cervical united bicorn uterus. In Hysterosalpingography, the tubes were 
permeable and the uterus doubled with a single cervix (Figure 1). The technical 
platform did not allow us to perform the karyotype. 

Surgery was decided and performed. It was performed under general anesthe-
sia with orotracheal intubation. After open coelio we proceeded to the estab-
lishment of a trocar of 10 mm under umbilical and two trocars of 5 mm in the 
iliac pits. At the introduction of optics we did not note any hepatitis peri or pel-
vic adhesions. We found a uterus bicorne united cervical whose right half was 
more developed than the left half. From each half of the uterus was a trunk end-
ing in a well-bloomed flag, ovaries of normal appearance, and round ligaments 
in place. A pseudo ligament doubling the right broad ligament started from the 
base of the coecum to the posterolateral aspect of the right uterine half. We de-
cided to convert to conventional surgery after marking the benchmarks of the 
plasty on the serosa of the inner edge of the two half-uteri. We performed a medial 

 

 
Figure 1. Preoperative hysterosalpingography. 
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incision under umbilical. At the opening the carrot made from the previously 
made marks was removed with the electrocautery passing flush with the mucosa 
on both sides. The mucosa was then opened to the mono-polar section. The 
common cervical canal was easily catheterized with a forceps and then an in-
dwelling catheter was placed vaginally and collected through the abdominal 
opening. Plasty was performed by a plane of separated points with vicryl 2/0. 
The balloon of the catheter is inflated in the uterine cavity at 2 CC. Peritoneal 
lavage with saline followed by closure of the wall in 3 planes. The postoperative 
course was simple. The patient returned to her home on J5 postoperative. Hys-
terosalpingography was performed 5 months after surgery, the uterus had a sin-
gle cavity with a cervix (Figure 2). After 8 months postoperatively the patient 
contracted a pregnancy which aborted spontaneously at 20 weeks of amenorr-
hea. A second pregnancy 1 year later gave birth to a newborn male weighing 
3200 g. 

3. Comments 

Prevalence studies in the general population have biases because these malfor-
mations are often asymptomatic. The prevalence of uterine malformations found 
in women consulting for tubal infertility is between 0.17% and 5.6% according to 
the authors [3]. The prevalence varies between fertile women 3% to 3.5% and 
infertile women 2.3%. ZHANG Yan at Peking University had 0.45% uterine 
malformations [4]. The various types of malformations are the arched uterus 7% 
to 15%, the septal uterus 12% to 34%, the uterus unicorn and pseudo unicorn 
4.4% to 5%, the uterus bicorne 39% to 45% and the Uterus didelphe 11%. 
ZHANG Yan and all had 10.3% bicorn uterus. 

1) Organogenesis 
The bicornous uterus results from the non closure of the Müller canals between 

the 9th and 13th week of development. The Müller’s canal is formed by an invagina-
tion of the coelomic epithelium on the anterolateral side of the urogenital crest.  

 

 
Figure 2. Postoperative hysterosalpingography. 
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The appearance and progression of Müller’s canals to the urogenital sinus occurs 
between the 6th and 9th weeks. The two channels are initially separated by a sep-
tum but then merge to form the urethrovaginal canal between the 10th and 13th 
weeks. The septum can persist between the 2 channels resulting in the formation 
of a bicorne uterus. 

The karyotype of patients is normal in more than 90% of cases [3]. Karyotype 
abnormalities (trisomy 18, trisomy 13, monosomy X) have been found by some 
authors, their frequency is between 7.7% and 9.3% of cases [3] 

Some authors have found cytogenetic abnormalities in women with uterine 
malformation, deletion of the long arms of the X chromosome or Robertsonian 
translocations of chromosomes 9 and 17 [3]. 

2) Etiologies 
Two iatrogenic causes have been described as responsible for uterine malfor-

mations. It is on the one hand thalidomide responsible for uterus bicorne and 
Rokitansky syndromes, and secondly, and better known, diethylstilbestrol (Dis-
tilbent). Uterine malformations are associated with malformations of the upper 
urinary tract in about 30% of cases [3]. 

The frequency of upper genital malformations associated with cloacal mal-
formation is estimated to be between 9% and 25% [3]. We did not find any renal 
or anorectal malformations in our patient. 

3) Clinical 
The cervical united bicorn uterus is most often asymptomatic. The discovery 

is often fortuitous during imaging examinations, revision, during an abdomino-
pelvic surgery performed for another reason or during a caesarean section per-
formed for abnormal work or presentation. It can be revealed during the as-
sessment for spontaneous premature miscarriages repeated during the assess-
ment of a renal malformation or during a curettage failure. The speculum ex-
amination may find a longitudinal septum or a blind pocket. The presence of 2 
cervical spines requires imaging tests to look for upper genital malformation. 
Rarely the vaginal touch finds a hollow uterus. Diagnosis is based on imaging 
exams. 

Hysterosalpingography remains an examination of current practice in the 
context of sterility tests but is never sufficient in itself for the diagnosis of uterine 
malformation. It gives information only on the morphology of the uterine cavity 
and not on the external aspect of the uterus. The specificity of hysterography 
used alone in the diagnosis of uterine malformations is only 17.5% to 55%, 
62.5% in combination with clinical examination and 90% in combination with 
ultrasound [3]. In the case of unicervical bicorne uterus, there is theoretically an 
angle greater than 90˚ between the two horns, but hysterography alone does not 
allow the differential diagnosis between bicorne and septate uterus. 

The ultrasound should be best performed in the second half of the cycle to 
benefit from the increased echogenicity of the mucosa at this time. 

In cervical or cervical bicorne uteri, echography typically reveals uterine cavi-
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ties separated by a V-shaped herniation of the posterior bladder wall, which is in 
fact an inconstant and non-specific sign that can also be seen in uteri cloisonné 
[3]. 

According to the authors, the sensitivity of endovaginal ultrasonography is 
between 57% and 100% for the diagnosis of uterine malformations. Its specificity 
for the diagnosis of partition varies between 33% and 80%, whereas for the bi-
corne the specificity is of 100% [3]. Three-dimensional ultrasound is particularly 
useful for the diagnosis of septate and bicorne uteri, as it allows the diagnosis of 
septate uterus in 92% of cases and of bicornous uterus in 100% of cases [3]. 

Ultrasound also makes it possible, during the same examination, to look for 
an associated malformation of the upper urinary tract, which must be routinely 
performed in front of any uterine malformation. 

The distinction between cocked hat and cloisonné, however, remains difficult 
and error-prone. It is very important to study the uterine fundus well on the dif-
ferent sections. All malformations combined, the sensitivity of the MRI is 77% to 
100%, the specificity of 33% to 100% [3]. To perform the differential diagnosis 
between septate uterus and bicornous uterus, MRI has a sensitivity of 73%, a 
specificity of 66% and a positive predictive value of 89% [3]. 

Laparoscopy is still the only diagnostic device that can confirm the external 
form of the uterus with certainty. In the bicorne uteri, laparoscopy allows to vi-
sualize the two horns separated by a furrow. It allows to appreciate the mor-
phology of the ovaries and to look for associated lesions of endometriosis. Lapa-
roscopy is an important examination in the diagnosis of uterine malformations. 
It is not carried out systematically and is justified only in case of infertility or 
associated pelvic pain or even if one considers a therapeutic act, taking into ac-
count the potential morbidity of this operative act and the clear progress of 
non-invasive imaging means. In our case we did a first laparoscopy before con-
version to conventional surgery for septum rupture 

The frequency of early spontaneous miscarriages for all malformed uteri va-
ries from 22% to 36% of pregnancies according to the authors [3]. For ZHANG 
Yan the bicornous uterus is not in itself a factor of infertility [4]. For different 
authors, 62% of pregnancies evolve beyond 24 weeks of amenorrhea [3]. Y. Y. 
CHAN et al. Find that women with bicorn or unicorn uterus are more prone to 
miscarriage than women with normal uteri [5]. The frequency of premature de-
liveries is between 15% and 23% for the bicornous uteri [3]. 

4) Design 
Term birth occurs in: 35% to 70% of the bicorns [3] [6]. Cruceyra et al. re-

ported a case of twin pregnancy on bicornous uterus [5]. In this case each fetus 
evolved on both sides of the septum and the delivery was done by elective bila-
teral low transverse cesarean section. Y. Y. CHAN et al. Reported that abnormal 
fetal presentation rates are higher in the female population with bicorn or un-
icorn uterus than in the population of women with normal uteri [5]. The rate of 
ectopic pregnancies reported by the various authors is higher in the case of ute-
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rine malformation than in the general population, with an overall rate of 3% of 
which 2.5% for the bicornous uteri. 

5) Treatment 
In the case of a bi-cervical bicorne uterus with a blind hemi-vagina, the treat-

ment usually consists of a hemi-hysterectomy associated with the correction of 
the vaginal malformation. In the other types of bicornous uteri, the surgical 
treatment of the malformation is Strassman’s intervention [3] which consists of 
a transverse hysterotomy from one horn to the other, followed by either a disin-
vagination of the spur or resection of the spur. This procedure can damage the 
interstitial portion of the tubes. It is justified only in case of symptomatic mal-
formation. Magendie’s intervention consisted of a resection of the internal sep-
tum of each hemiorne followed by a suture of reunification of the two hemicor-
nae. Cobellis L. reports a case of unicervical bicorne uterus operated by Jones’ 
technique [7]. This technique involves the rupture of the septum separating the 
two cavities after laparotomy. This intervention resulted in pregnancy and pre-
mature delivery after 32 weeks of amenorrhea. Zhang Yan et al. find that women 
who have undergone hysteroscopic resection of the septum have a 75% term de-
livery rate and a live birth rate of about 85% [5]. Postoperatively, the uterus is 
scar. It is a scar performed in a context outside the obstetrical context and 
therefore very solid [8]. During childbirth, careful use of oxytocics and locore-
gional analgesia is possible [8]. 

4. Conclusion 

Uterine malformations have a certain obstetrical impact. The diagnosis of these 
malformations is possible on ultrasound in most cases. The impact of these 
malformations can be limited thanks to the surgical and/or endoscopic treat-
ment that improves the obstetric prognosis. 
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