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Abstract: Mullerian developmental defects are congenital anomalies of the female reproductive tract which may adversely affect a
woman’s obstetric and gynaecological health .In the present study, all patients presenting with Mullerian anomalies in the department
of Obstetrics & Gynaecology, MMIMSR, a tertiary care teaching hospital in Ambala , Haryana, North India, during the period from
July 2013 to June 2014 were included. They were studied & results were analysed including the incidence & presenting complaints.
They were classified into several groups using the AFS classification of Mullerian Anomalies ,evaluated properly and treated
accordingly. It was concluded that with proper evaluation , diagnostic workup and judicious management options these patients could

lead a healthy life thereafter.
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1. Introduction

Mullerian duct anomalies consist of a set of structural
malformations resulting from abnormal development of the
paramesonephric ducts.The prevalence of these anomalies
ranges from 0.001 to 10 % in the general population and
from 8 to 10 % in women with adverse reproductive
history.(1,2). The embryological development of the female
reproductive system is closely related to the development of
the urinary system ,therefore, anomalies in both the systems
may co-exist in upto 25 % of these patients (3). Other
associated malformations may affect the gastrointestinal
tract (12 %) or musculoskeletal system (10-12 %) (3,4).
Symptoms appear principally during adolescence or early
adulthood and affect the reproductive capacity of the
women. When clinically suspected, other investigations eg.
Hysterosalpingography(HSG), Ultrasonography(USG) ,MRI
& diagnostic laparoscopy are required to confirm the
diagnosis. The classification of these malformations relates
to their embryogenesis and defines their therapy and
prognosis. . We have used the AFS (American Fertility
Society ) Classification of Mullerian Anomalies for grading
our patients with these defects. Mullerian anomalies consist
of a wide range of defects that may vary from patient to
patient Therefore, their management must also be
individualized .

2. Aims and Objectives

The study was undertaken to determine the incidence of
Mullerian anomalies , the various clinical presentations,
associated congenital anomalies , other co-existing
conditions and formulating the optimal mode of
management in such cases.

3. Materials & Methods

Our study was a hospital-based prospective study conducted
in the department of Obstetrics & Gynaecology , MMIMSR
(Maharishi Markandeshwar Institute of Medical Sciences &
Research ), Ambala- a tertiary care medical college in North
India over a period from July 2013 to December 2014 . All

patients who were found to be suffering from Mullerian
anomalies (diagnosed through previous clinical history,
physical examination, radiological aids eg USG,HSG,MRI
& diagnostic laparoscopy ) were included in this study and
the results were analysed critically .

4. Results and Observations

Out of 15000 patients, 16 had Mullerian anomalies , so the
incidence was found to be 0.10 % (1 in 1000).

Type of Mullerian anomaly No of
patients (%)

Unicornuate uterus 4 (25.0)
o Non-communicating rudimentary horn with

functional endometrium(3)
e Non-communicating rudimentary horn with non-

functional endometrium (1)
Bicornuate uterus 3(18.7)
Transverse vaginal septum with vaginal agenesis 2 (12.5)
e  Lower vagina (1)
e  Upper vagina (1)
Transverse vaginal septum (1) 1(6.25)
Uterus didelphys 1 (6.25)
Hypoplastic uterus 3(18.7)
Arcuate uterus 1 (6.25)
Septate uterus with complete longitudinal vaginal 1 (6.25)
septum

Patients usually presented with abdominal pain, primary
amenorrhoea , dysmenorrhoea & infertility. Most of these
patients presented with more than one complaint.

Presenting Complaint No of patients (%)
Abdominal pain 8 (50.0)
Primary amenorrhoea 7(43.7)
Infertility 5(31.2)
Dymenorrhoea 4 (25.0)
Dyspareunia 3(18.7)
Asymptomatic 3(18.7)

In our study, 66 % were in the age group 15-17 years ,
followed by 20 % in 18-20 years & 14 % in 21-23 years .
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Age (years) Percentage of patients (%)
15-17 66
18-20 20
21-23 14

Out of three patients with transverse vaginal septum
presented with primary amenorrhoea , two had associated
vaginal agenesis & were treated with excision of the septum
along with McIndoe’s vaginoplasty followed by mould
insertion and regular vaginal dilatation. All three patients
resumed regular menstrual cycles thereafter. Patients with
obstructive mullerian anomalies presented with abdominal
pain,dysmenorrhoea and  haematocolpos/haematometra.
Those with septum were treated successfully with excision
of the septum  followed by drainage  of
haematocolpos/haematometra. Three cases of unicornuate
uterus with non-communicating functional horn presenting
with haematometra with endometrioma were treated with
excision of the rudimentary horns and removal of the
chocolate cysts. One case of unicornuate uterus with non-
communicating functional horn with ipsilateral chocolate
cyst was treated with laparoscopic excision of the functional
horn & chocolate cyst. Out of three cases of bicornuate
uterus, two were incidental findings during caesarean section
( one for primi with breech & one for transverse lie with
complete placenta previa). One case of septate uterus with
complete longitudinal vaginal septum was treated with
excision of the longitudinal septum hysteroscopically.

Three patients had associated other congenital anomalies :

e Complete vaginal septum with haematocolpos (absent
right kidney + ureter)

e Unicornuate uterus with non-communicating functional
horn with ipsilateral chocolate cyst ( ipsilateral renal
agenesis)

e  Primary amenorrhoea with transverse vaginal septum in
lower vagina (obstructed ) had a small , contracted
pelvic kidney.

Discussion

In this particular study, the incidence of Mullerian anomalies
was found to be 16 out of 15000 patients ( 0.10 %) ie 1 in
1000. Similar incidence was observed in other studies
conducted by Rock et al (1,3) and Crook , D.O et al (11). In
our study , 66 % of patients presented between 15-17 years .
In another notable study by Mane et al, the mean age of
presentation was typically at 17 years (5). In a study by
Reindollar et al, it was seen that Mullerian anomalies
typically presented in adolescence.(6). In our study, around
80 % of the total paients presented in the adolescent age
group (10-19 years). The patients mostly presented with
chronic abdominal pain (50 %) closely followed by primary
amenorrhoea (43.7 %) , dysmenorrhoea (25 %), dyspareunia
(18 %) & infertility (31.2 %). In a study by Jeon et al, these
again were the most common presenting complaints with
incidence of 10.8 %, 11.5 %, 12.15 % ,12.4 % and 8.6 %
respectively. (7). Among the cases presenting with primary
amenorrhoea , 42.8 % had transverse vaginal septum
followed by dysgenesis of Mullerian ducts (14.2 %). All the
cases of transverse vaginal septum were treated successfully
with resection of the septum & those with vaginal agenesis
were treated by McIndoe’s vaginoplasty. The results were

comparable with those in a study by Parikh R M et al (8).In
our study, 37.5 % patients presenting with abdominal pain
had transverse vaginal septum with
haematocolpos/haematometra. These values correspond well
with the findings of Deligeoroglou et al, where four patients
of transverse vaginal septum presented with hypogastric
abdominal pain & were treated accordingly (9). In 25 %
cases ,the abdominal pain was found to be because of
unicornuate uterus with a non-communicating horn . The
cause of pain in the case of a rudimentary horn was most
probably due to distension of the horn. Rusen Atmaca et al,
also cited a similar case presenting with acute abdominal
pain & was treated with excision of the rudimentary horn
(10). Among the cases presenting with the chief complaint
of infertility , 31.2 % had dysgenesis of Mullerian ducts
which were surgically corrected with vaginoplasty and
proper patient counseling. Similar findings were found in a
study by Grimbizis G. F. et al (12). A case of septate uterus
with complete longitudinal vaginal septum was treated
successfully with hysteroscopic excision of the septum.
There were three cases of bicornuate uterus , out of which
two were incidentally diagnosed during emergency
caesarean section (one for primigravida with breech
presentation & second for transverse lie with complete
placenta previa). We found that the most common co-
existing congenital anomalies were renal (18.75 %).
According to Li S et al, in his study, found 30 % association
between renal agenesis and Mullerian anomalies. (15)

References

[1] Rock J .A , Jones, H. W.(2011). Te Linde’s Operative
Gynaecology.10" edition , LWW,544.

[2] Rackow ,B.W. and Arici,A. (2007), Reproductive
Performance of Women with Mullerian Anomalies.
Current Opinion in Obstetrics and Gynaecology,
19,229-237.

[3] Rock, J.A. and Jones, H.W. (2011).Te Linde’s
Operative Gynaecology. 10" edition, LWW,540

[4] Evans ,T.N, Poland,M.L. and Boving, R.L. (1981)
Vaginal Malformations .American Journal of Obstetrics
Gynaecology,141,910-920.

[5] Mane, S.B. and Shastri,P. (2010). Our 10-year
experience of variable Mullerian Anomalies and its
Management. Pediatric Surgery International,26, 795-
800.

[6] Reindollar, R.H., Byrd, J.R. and McDonough, P.G.
(1981), Delayed Sexual Development : A Study of 252
patients.American Journal of Obstetrics
Gynaecology,140,371-380.

[7] Jeon, G.H., Park Y.R. and Shin, Y.J. (2010).Clinical
Characteristics of Women with Mullerian Anomaly :
Twenty Years of Experience at Asan Medical
Center.Korean Journal of Obstetrics
Gynaecology,53,626-632.

[8] Parikh, R.M., et al (2013) Mullerian Anomalies: A
Cause of Primary Amenorrhoea. International Journal of
Reproduction ,Contraception ,Obstetrics and
Gynaecology,2, 393-397.

[9] Deligeoroglou,E,lavazzo,C,. Sofoudis,C.,Kalampokas,
T.and Creatsas,G  (2012).  Management  of
Haematocolpos in Adolescents with Transverse Vaginal

Volume 4 Issue 1, January 2015
WWWw.ijsr.net

Paper ID: SUB15671

Licensed Under Creative Commons Attribution CC BY

1921




International Journal of Science and Research (1JSR)
ISSN (Online): 2319-7064
Index Copernicus Value (2013): 6.14 | Impact Factor (2013): 4.438

Septum. Archives of Gynaecology and Obstetrics
,285,1083-1087.

[10] Atmaca, R,. an Germen, A.T., (2005).acute Abdomen in
a case with Noncommunicating Rudimentary Horn and
Unicornuate Uterus .JSLS,9,235-237.

[11] Crook,D.O., and John B., gebbert, M.D., Congenital
Anomalies of the female Urogenital tract, Journal of
Pelvic Medicine & Surgery. Volume 11, November
4,July/august 2005 , 165-181.

[12] Grimbizis , G.F.,Camus, M. Tarlatzis,B.C., et al
(2001).Clinical Implications of Uterine malformations
and Hysteroscopic Treatment Results .Human
Reproduction Update,7,161-174.

[13]Leshy L, Marc R, Bruch, Lanfer , Mullerian
Anomalies,Obstet Gynecol Clin N Am 36 (2009),47-68.

[14] Lawrence S. Amesse, Teresa Pfaff-Amesse , Mullerian
Duct Anomalies, e Medicine Obstetrics & Gynecology
,1-19,12/9/2009/273534-ereview.

[15]Li .S. Qayyum, A.Coakley, F.V., and Hricack, H.,
(2000), Association of Renal Agenesis and Mullerian
Duct Anomalies.Journal of Computer Assisted
Tomography,24,829-834.

Volume 4 Issue 1, January 2015

WWW.ijsr.net

Licensed Under Creative Commons Attribution CC BY 1922

Paper ID: SUB15671






