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Abstract
Introduction: Uterine didelphys is a rare Müllerian duct 
anomaly of the female genital tract characterized by 
duplication of the uterine horn, body, cervix and 
occasionally the vagina.

Although, most cases of uterine didelphys are 
asymptomatic, some may present with gynaecological 
symptoms like dyspareunia, dysmenorrhoea, palpable lower 
abdominal swelling, recurrent miscarriages, preterm 
deliveries and fetal mal-presentations etc.

The diagnoses of uterine didelphys can be established with 
imaging modalities such as ultrasonography (pelvic), 
hysterosalpingography and magnetic resonance imaging; 
each modality having its own merits and demerits. However, 
the choice of a particular modality depends on the 
availability, cost and relevance in evaluating associated 
complications.

Ultrasonography and hysterosalpingography are invaluable 
tools for evaluating patients with uterine didelphys, with the 
latter being the gold standard. Both are cheap and readily 
available in an environment like ours. However, while 
ultrasonography is non-ionizing, hysterosalpingography 
utilizes conventional x-rays and contrast agents for outlining 
the uterine cavity and fallopian tubes.

Objectives: To report a rare case of uterine didelphys in a 29 
year old patient who presented with eight years history of 
infertility.

To highlight the findings in imaging and also to review 
relevant existing literature pertaining to this condition.

Case report: A 29 years old nulliparous female patient who 
presented to the department of Radiology at Irrua Specialist 
Teaching Hospital, Nigeria for radio-diagnostic evaluation on 
account of eight years history of infertility. She came with a 
request for ultrasound scan and Hysterosalpingography

(HSG) which were part of a barrage of investigations for 
infertility work-up by the gynecology unit of the hospital.

Initial pelvic ultrasonography using a Mindray ultrasonic 
scanner; DC-6 model (Shenzhen Mindray Biomedical 
Electronics Company Ltd, China 2016) with a low frequency 
(3-5 MHz) curved array transducer, revealed presence of 
two separate uterus; each with its own midline endometrial 
echo. These endometrial echoes were seen adjacent to one 
another on a transverse sonogram. Complementary 
hysterosalpingography done as requested, using 76%
urografin, showed two moderate capacities but elongated 
contrast opacified uterine cavities, each with a single uterine 
horn and fallopian tube. The uterine outlines were irregular, 
with partial duplication of the cervix. This was affirmed by 
the difficulty in cannulation and uterine sounding. These 
findings confirmed the uterine didelphys initially suspected 
during sonography.

Conclusion: Ultrasonography and hysterosalpingography are 
indispensible tools for evaluating patients with Mullerian 
duct anomalies.

Keywords: Mullerian duct anomalies; Uterine didelphys; 
Hysterosalpingography; Ultrasonography; Irrua

Introduction
Mullerian Duct Abnormalities (MDA) are congenital defects of 

the female genital tracts that arises from abnormal 
embryological development of the Mullerian duct [1,2].

Uterine didelphys results from complete failure of fusion of 
the Mullerian duct and it is characterized by complete 
duplication of the uterine cavity, cervix and in some cases the 
vagina.

Malformation of the reproductive organs occur in 
approximately 4.3% and 3.5% of fertile and infertile women 
respectively, with septate and bicornuate uterus being the most 
commonly encountered defects accounting for about 35% and 
25% respectively [3]. Uterine didelphys has been reported to 
account for approximately 8% of Mullerian duct anomalies [4].
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Although, majority of cases are asymptomatic, some patients 
may present with dyspareunia and dysmenorrhea [1].

Uterine didelphys is commonly associated with adverse 
pregnancy outcomes such as recurrent miscarriages, 
intrauterine growth restriction, fetal mal-positioning and mal-
presentation, preterm deliveries and low birth weight [5].

Mullerian duct anomalies have previously been grouped into 
4 major classes [6-8] viz:

• Incomplete or partial failure1 of the Mullerian duct
development (agenesis; unicornate uterus without a
rudimentary horn).

• Failure of the Mullerian ducts to canalize (unicornuate uterus
with a rudimentary horn without proper cavities).

• Incomplete fusion of Mullerian ducts (bicornuate or
dididelphys uterus).

• Incomplete resorption of uterine septum (septate or arcuate
uterus).

Embryologically, the Mullerian ducts and Wolfian ducts, have
a common origin, hence abnormalities of the urinary/renal 
system (a derivative of the latter) may occur in association with 
uterine abnormalities [9].

The diagnosis of uterine didelphys can be made using imaging 
modalities like; ultrasonography, Hysterosalpingography (HSG) 
and Magnetic Resonance Imaging (MRI). Ultrasography and 
hysterosalpingography are cheap and readily available modalities 
in Sub-Saharan Africa. Ultrasonography can assess the uterine 
wall and endometrium, the ovaries and adnexa. However, it is 
operator dependent. Hysterosalpingography is the gold standard 
of imaging. It is an invasive procedure that requires contrast 
injection into the uterine cavity via a canula/catheter anchored 
at the cervix, so as to opacify and outline the uterine cavity and 
evaluate the morphology and patency of the fallopian tubes. It 
requires the use of conventional x-rays and thus involves ionizing 
radiation. Magnetic resonance imaging is reserved for evaluating 
complex Mullerian duct anomalies due to its multiplanar 
capability, superior tissue characterization and large field of 
view. It can demonstrate the uterine contour, shape of uterine 
cavity, associated cervical and vagina anomalies. It may also help 
in classifying the anomaly, characterization of contents of 
obstructed cavities and also help in the detection of associated 
renal or ureteric abnormalities [10]. However, it is very expensive 
and not readily available.

Case Report
A 29 years old nulliparous female patient who presented to 

the radiology Department of Irrua Specialist Teaching Hospital in 
Nigeria, for radio-diagnostic evaluation on account of eight years 
history of sub-fertility. She came with a request for ultrasound 
scan and Hysterosalpingography (HSG).

    The patient denied any history of use of contraceptive pills and 
devices, presence of dyspareunia or dysmenorrhea. She 
admitted that her menses were regular and normal in flow and 
duration.

   Initial pelvic ultrasonography done using a Mindray ultrasonic 
scanner DC-6 model (Shenzhen Mindray Biomedical Electronics

 Company Ltd, China 2016) with a low frequency (3-5 
MHz) curvilinear array transducer revealed presence of two 
separate uterus with an apparent single cervix; each with its own 
distinct endometrial echo. The endometrial stripes were 
demonstrable both in the longitudinal and transverse 
plane. The uterine myometrial echotexture was uniform 
with no demonstrable intrauterine mass lesion. The adnexa 
were also free.

Speculum examination of the vagina confirmed a single vagina 
with no longitudinal or transverse septum. There was some 
resistance to uterine sounding and cervical catheterization/
cannulation.

Complementary hysterosalpingography was done using about 
40 mls of dilute 76% urograffin. Following contrast injection, we 
noted the presence of two moderate capacity contrast opacified 
uterine cavities with partial duplication of the cervix; each 
leading to a single uterine horn and fallopian tube. The uterine 
cavities were separated with irregular outlines. The opacified 
fallopian tubes demonstrated normal configuration and calibre 
with free intraperitoneal spillage of contrast which 
cleared significantly on the delayed film. The 
sonograms and hysterosalpingograms are shown in Figures 1 
and 2.

Figure 1: Transverse and longitudinal sonograms of the 
uterus showing a broad uterine body with interruption of 
the endometrial echo at the midline suggestive of two 
separate uterine bodies (best depicted on the transverse 
sonogram).
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Figure 2: Hysterosalpingograms showing contrast opacifica- 
tion of a partially duplicated uterine cervix, two separate 
uterine cavities, their horns and respective fallopian tubes. 
Bilateral intraperitoneal contrast spillage is also 
demonstrable on images A and B, while the delayed film 
(image C) showed significant contrast clearance.
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Figure 2 is a series of spot films taken during hysterosalpin- 
gography. The hysterosalpingograms shows two separate 
contrast opacified moderate capacity uterine cavity with irregular 
outline and partial duplication of the cervix. Bilateral free 
intraperitoneal contrast spillage was also noted with adequate 
contrast clearance on the delayed film.

This patient had earlier undergone recent laboratory 
investigations like serum hormonal assay (follicle stimulating 
hormone, luteinizing hormone, prolactin, progesterone and 
estrogen), while her spouse had also previously done seminal 
fluid analysis. Their results had values which were within normal 
limits.

Result and Discussions
Uterine didelphys are asymptomatic in majority of cases thus 

making early diagnosis difficult. It is usually detected in women of 
reproductive age when they present for routine radiological 
investigations on account of infertility/subfertility, recurrent 
miscarriage and other complications. Although, it is thought that 
uterine didelphys is usually not a direct cause of infertility, 
conditions like recurrent pelvic inflammatory diseases and pelvic 
adhesions may coexist or complicate it, resulting in subfertility 
and poor pregnancy outcome [11].

Similarly, our patient fell within the reproductive age group and 
presented for routine investigative work-up for infertility 
management by a gynecologist. Although, this patient has had 
occasional pregnancies in the past terminating as early first 
trimester miscarriages, some studies (both local and international) 
have reported cases of uterine didelphys that successfully 
conceived and carried their pregnancies to term [5,12].

Varied clinical and imaging manifestations of uterine didelphys 
have previously been noted by some authors. One of these was 
the publication by Han, et al., [10] who reported a case of uterine 
didelphys associated with Obstructed Hemivagina and Ipsilateral 
Renal Anomaly (OHVIRA) syndrome in a teenager who presented 
with progressive cyclic lower abdominal pain and a large pelvic 
mass from hydrometrocolpos and left hydrosalpinx. Conversely, 
this present case has no evidence of an abdominal mass or renal 
anomaly. Menstrual symptoms are also absent in this current 
case. Uterine didelphys may be associated with a vagina septum 
in 75% of cases, thus resulting in obstruction of normal menses 
and its consequent accumulation resulting in hydrometrocolpos 
and unilateral hydrosalpinx [4].

Radiographic features of uterine didelphys have previously 
been described by Frank, et al., [4] to include divergent and 
separate uterine horns, as well as a presence of a large fundal 
cleft. The appearances seen on sonography and hysterosalpin- 
gography for this reported case closely mirrors the findings 
described by Frank, et al., [4].

Conclusion
This case report shows that imaging plays an indispensable role 

in the diagnostic work-up of patients with infertility. In particular, 
it is valuable in diagnosing uterine didelphys and other Mullerian 
duct anomalies. Hysterosalpingography still remains the gold 
standard of imaging, as it can clear any IOTA of diagnostic doubt 
especially if the initial ultrasound finding is  suggestive of a uterine 
anomaly.
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