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Mullerian duct anomalies [MDAs] are congenital defects of the 
female genital system that arise from abnormal embryological 
development of the Mullerian ducts, these abnormalities 
can include failure of development, fusion, canalization or 
reabsorption which normally occurs between 6 and 22 weeks in 
uterus [1-4]. This condition occurs in 1% to 10% of the population, 
in 2% to 8% of women who are infertile and in 5% to 30% of 
women with a history of abortion [5]

  In uterus didelphys individual horns are fully developed normal 
in size with two cervices and each uterus has one fallopian tube 
and ovary. Patient with Mullerian duct anomalies can present 
asymptomatic or symptomatic with infertility. In some patients, 
normal pregnancy can occur but obstetrical complications such as 
spontaneous abortion, still birth, preterm birth, mal-presentation 
are frequent [6]. However, the degree of these out comes varies 
among different types of uterine anomalies. 

The reproductive performance of uncorent and didelphys uterus 
is poor compare to arcuate uterus. The chance of having term 
delivery for didelphy uterus was similar to that of uncornate 
[45%]. Arcuate uterus associated with better pregnancy outcome 
compeer with other Mularian duct anomaly with term delivery 
rate of 63% [4]. A high cesarean section rate, 51% has been 
reported in pregnancies with didelphys uterus. Cesarean section 

is also recommended as a procedure of favoring especially in 
association with the breech presentation of the fetus [2].

The assessment and diagnoses of uterine anomaly need invasive 
techniques such as three dimensional ultra-sound. 3D ultra-
sound had the capacity to generate accurate image of the 
endometrial cavity and the external contour of the uterus [7,8]. 
Buttram Gibbons was proposed the most widely and recently 
used classification of Mullerian duct abnormalities [9].

 We report a case of double uterus in a 26-year-old mother 
who previously had one successful vaginal delivery at term, 
one spontaneous abortion and didelphys uterus remained 
undiagnosed till she presented to us with breech presentation 
from privet clinic.

Case Report
A 26-year-old Gravid 3 Para 1 and one spontaneous abortion 
at 1st trimester pregnancy mother presented at 39 weeks+ 1 
day from reliable LMP of gestation with breech presentation to 
our MCH clinic from privet clinic. She was give birth alive male 
neonate at term pregnancy without any significant complication 
six years back.  She had antenatal care follow up at privet clinic 
and come to our institute with a diagnosis of term breech for her 
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Abstract
Uterus didelphys, also known as a duplicated uterus, is an embryological abnormality 
resulting from complete failure of fusion of the Mullerian ducts. Usually Women 
with cogently uterine malformation have poor reproductive performance. We 
discuss a case of double uterus that previously had one successful spontaneous 
vaginal delivery and come for ANC follow up to our MCH clinic for 1st time. A 
26-year-old Gravid 3, Para 1 and 1 abortion mother with gestational age of 39 
wk+1 dy, presented for ANC follow up from private clinic. She had antenatal care 
follow up at privet clinic and referred to our MCH center with a diagnosis of term 
breech. Caesarean section was done in view of term breech and olgohydraminous. 
Intraoperatively double uterus was detected after delivery of alive male neonate 
from left side of the uterus.
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first time. Pulse rate 89/minutes, blood pressure 110/80 mmHg 
and temperature were in normal range. Pink conjunctiva, CVS 
and RS were normal. Routine urine and blood laboratory tests 
were in normal range.

Abdominal examination

Abdominal examination was term size gravid uterus, longitudinal 
lie, breech Presentation; fetal heart rate was in the normal rage 
and no uterine contraction. She had an ultrasound scan report 
done on the same day showing term breech presentation with 
gestational age 38 wks+ 6 days normal cardiac activity, Amniotic 
fluid index was 3.5 cm and expected fetal weight was 3600 
gms. Uterine anomaly couldn’t be detected during ultrasound 
evaluation. Case was posted for caesarean section in view of 
term pregnancy with breech presentation and olgohydraminous.

Per vaginal examination 

Per-vaginal examination – Two cervices felt. Both cervixes closed, 
posterior and unaffected.

Per operative finding

Under spinal anesthesia, abdomen opened by pfannensteil 
incision.  Transfers lower uterine segment incision was made 
and delivered baby presented as frank breech presentation. An 
alive healthy male baby of weight 3800 gm with APGAR 9 –10 
was delivered from the left side of uterus and Placenta delivered 
by complete cord traction. Uterus was exteriorize, cleanse and 
closed in two layers, when abdominal cavity cleansed and check 
for hemostat secured another none gravid uterus was found 
on right side and it was diagnosed as a case of double uterus. 
Gravid uterus had one health looking ovary and fallopian tube 
on left side; and none gravid uterus had one  tube and ovary 
only on right side. Her post-operative recovery was good and she 
discharged on 3rd post-operative day. 

Discussion 
All adverse pregnancy outcomes were higher frequent in women 
with a congenital uterine anomalies than those with normal 
uterus [10]. The association between having a Mullerian duct 
anomaly and fertility is debatable. The review by grimbizis 
concludes having MDAs may not have negative impact fertility, 
the incidence of MDAs in infertile women similar to that of 
general population and/or fertile women [4]. Chanyy et al. 
similarly reported that the incidence is similar for both infertile 
and general population, but the incidence is high (5-30%) in 
women who had history of abortion. 

 A retrospective study report by Raga et al. disagrees with that of 
reports by Grimbizi and Chanyy et al.  Women who had history 
of infertility had significantly higher incidence of MDAs compare 
to fertile women [3]. A case we have reported has no history of 
infertility.

The rate of prematurity was increased in women with didelphys 
uterus in comparison to other known studies on septate and 

bicornuate uteri [2]. Similar result has been reported by Raga et 
al. [3]. In our case report she delivered by cesarean section in 
the 39th week and she had one previous successful spontaneous 
vaginal delivery at term.

Detection of uterine anomalies in early pregnancy is of great 
importance. Sonography has been reported to be useful in 
identifying abnormal uterine development in most of the cases 
[11]. It was possible to detect a uterus didelphys to our case 
during ultrasound evaluation, but she was presented very late in 
term pregnancy and didelphys uterus detects intra operatively. 
Pregnancy located more commonly (76%) in the right uterus than 
in the left [2]. The reason for this is unknown, similar to our case 
pregnancy located at left side of uterus (Figure 1).

   All uterine anomalies increase the chance of fetal malpresentation 
at delivery. As pregnancy complication common with double 
uterus, mother with uterine didelphy may need special attention 
during pregnancy and delivery [5]. Many of women can have 
normal reproductive outcomes, but intervention is recommended 
in the event of poor obstetric outcomes [12].  

Conclusion
Uterine malformations seem to be associated with an impaired 
pregnancy outcome. In general, uterine anomalies do not 
prevent conception or implantation, and women can have 
normal reproductive outcomes. Having uterine didelphy is not 
an indication for cesarean section. Breech presentation is the 
most common mal-presentation and an indication for cesarean 
delivery for women with didelphy uterus.
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Intraoperative view shows uterus didelphys.Figure 1
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