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E D I T O R I A L

Ar�ficial intelligence (AI) has become deeply 
integrated into various aspects of modern life, from 
virtual assistants to advanced medical diagnos�cs. 
In reproduc�ve medicine, AI is now a central topic in 
scien�fic conferences and forums, with its poten�al 
being explored across different stages of fer�lity 
treatments.
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AI Applications in Assisted Reproductive Technology (ART)
AI is being leveraged in mul�ple areas of reproduc�ve medicine, including:
 Treatment prognosis: Predic�ng ovarian response and treatment success.
 Ovarian s�mula�on op�miza�on: Personalizing hormone dosage.
 Follicular monitoring: Automated ultrasound analysis for follicle tracking and measurement.
 Sperm selec�on: Iden�fying sperm with op�mal morphology and mo�lity.
 Oocyte and embryo quality assessment: Predic�ng embryonic development through image analysis.
 Donor selec�on: AI-driven algorithms op�mizing donor-recipient compa�bility.

Several pla�orms have emerged to predict in vitro fer�liza�on (IVF) success rates. These include:
 Free pla�orms: Organiza�ons such as the CDC and SART offer popula�on-based predic�ons. 
 Subscrip�on-based pla�orms: Tools like Expect More provide individualized es�mates based on mul�ple factors.
 The interpreta�on of AI-generated predic�ons remains reliant on clinical exper�se, as accuracy depends on 
 the quality and representa�veness of the training data.

AI-Driven Fertility Prediction Platforms

Time-Lapse Technology and AI in Embryo Selection
A major advancement in AI-driven reproduc�ve medicine is the use of �me-lapse imaging technology to evaluate embryo 
development. Systems such as EmbryoScope u�lize AI algorithms to assign viability scores, including IdaScore and KidScore.
These technologies aim to enhance embryo selec�on and improve implanta�on rates; however, evidence regarding their impact 
on live birth rates remains limited.

Challenges and Limitations of AI in Reproductive Medicine
Despite its promising applica�ons, AI in fer�lity treatment faces several challenges:
 Data quality and quan�ty: AI models trained on limited or biased datasets may produce inaccurate predic�ons.
 Reproducibility: Many AI-driven tools are applicable only to specific clinics or popula�ons.
 Limited scien�fic evidence: Most AI-based fer�lity tools have low or very low levels of suppor�ng evidence.
 Doctor-pa�ent interac�on: Algorithmic reports can create confusion or unrealis�c expecta�ons for pa�ents.

Final Thoughts: Is AI the Future of Reproductive Medicine?
AI represents an exci�ng fron�er in reproduc�ve medicine, offering poten�al benefits across various fer�lity treatment stages. 
However, its clinical adop�on must be grounded in robust scien�fic evidence and rigorous valida�on.
The rela�ve lack of stringent scien�fic evalua�on should prompt improved studies and more reliable conclusions. As AI con�nues 
to evolve, medical professionals and researchers must remain cau�ous in their interpreta�ons, priori�ze well-designed studies, 
and focus on integra�ng the most beneficial technologies into clinical prac�ce.
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Bell's Palsy In Pregnancy: 
The Silent Neurological 
Challenge"

DR. PRIYANKA NAIK
MBBS MS OBG, MRCOG, FMAS
Fellow in Reproduc�ve Medicine 

Introduc�on

Bell's Palsy (BP), also known as idiopathic acute facial 
paralysis, is the most common cause of sudden unilateral 
facial weakness. First described by Charles Bell in 1830, 
Bell's Palsy remains largely idiopathic, with a higher 
incidence in pregnant women, par�cularly in the third 
trimester and postpartum period. The condi�on is 
characterized by inflamma�on of the facial nerve, 
poten�ally linked to viral reac�va�on, immune changes, 
and vascular altera�ons. The exact cause remains unclear, 
but herpes simplex virus (HSV) reac�va�on or Herpes 
zoster virus is o�en implicated. This report discusses a 
case of Bell's Palsy in pregnancy and its management 
challenges.

Case Presenta�on

A 40-year-old primigravida, ICSI concep�on, DCDA twins 
at 33 weeks of gesta�on presented to the obstetrics 
outpa�ent department with a sudden onset of right-sided 
facial weakness and angle of mouth devia�on and 
difficulty in closing her right eye. She had prior history of 
Chicken pox infec�on at the age of 22yrs  but no prior 
history of neurological disorders, hypertension, or 
diabetes. Her pregnancy had been uneven�ul un�l this 
episode. No other neurological deficits were noted.
On examina�on, there was evident facial asymmetry, 
incomplete right eye closure (lagophthalmos),  and a 
devia�on of the mouth to the right side. Her vital signs 
were stable. Neurological examina�on confirmed lower 
motor neuron-type facial nerve palsy.
Blood tests, including screening for infec�ons, were 
unremarkable. A mul�disciplinary team, including a 
neurologist and obstetrician , was involved in her care.
The pa�ent was started on oral prednisolone (10 mg four 
�mes daily for three days, followed by tapering doses over 
the next 2 weeks). Eye care was ini�ated with lubrica�ng 
eye drops. Physiotherapy, including facial exercises and 
massage, was advised.
The pa�ent had a gradual improvement in symptoms over 
the next few weeks. She underwent a lower segment 
caesarean sec�on (LSCS) at 36 weeks and delivered twins  
healthy babies weighing 2.6 kg and 1.82kg . Her facial 
weakness has improved. She is on physiotherapy 
postpartum and follow up.

Discussion

Bell's Palsy in pregnancy remains a rare but significant 
condi�on. The incidence of Bells Palsy  in pregnancy is 
higher than in the general popula�on, with peak 
occurrence in the third trimester. The condi�on is thought 
to result from viral reac�va�on immune suppression, and 
increased vascular permeability. 

Viral Reac�va�on

The associa�on between HSV reac�va�on and Bell's Palsy 
has been well-documented. During pregnancy, hormonal 
changes, immune suppression, and stress may act as 
triggers for HSV reac�va�on. The herpes virus, once 
reac�vated, causes direct viral invasion, inflammatory 
response, and demyelina�on of the facial nerve. This 
mechanism aligns with the higher prevalence of Bell's 
Palsy in the later stages of pregnancy, when immune 
func�on is most altered. In addi�on to HSV, other viruses 
such as varicella-zoster virus (VZV) and cytomegalovirus 
(CMV) have also been implicated in cases of Bell's Palsy 
during pregnancy. These viruses, like HSV, can remain 
dormant in neural �ssues and reac�vate under condi�ons 
of immune compromise, contribu�ng to inflamma�on 
and nerve damage. This broader viral e�ology highlights 
the complex interplay of viral infec�ons and pregnancy-
related immune changes in the pathogenesis of Bell's 
Palsy.

Immune Suppression

Pregnancy is associated with a state of par�al immune 
suppression to prevent foetal rejec�on. This altered 
immune response increases suscep�bility to infec�ons 
and may contribute to the reac�va�on of latent viral 
infec�ons, such as herpes simplex virus (HSV). The 
decrease in T-cell-mediated immunity allows HSV to 
reac�vate within the geniculate ganglion, leading to 
inflamma�on and oedema of the facial nerve. This 
immune dysregula�on is believed to be a major factor in 
the increased incidence of Bell's Palsy in pregnant women.



Increased Vascular Permeability

Pregnancy induces significant hemodynamic changes, 
including increased blood volume, vascular permeability, 
and inters��al fluid reten�on. These changes can lead to 
oedema and compression of the facial nerve within the 
narrow confines of the fallopian canal. This compression 
can result in ischemia and impaired nerve func�on, 
further contribu�ng to the onset of facial paralysis. 
Addi�onally, venous stasis and endothelial dysfunc�on in 
pregnancy may exacerbate nerve compression and 
inflamma�on.
The differen�al diagnosis of Bell's Palsy includes stroke, 
Ramsay Hunt syndrome, and Lyme disease, necessita�ng 
thorough evalua�on. Bell's Palsy is a lower motor neuron 
disorder, affec�ng both the upper and lower facial 
muscles, whereas stroke-related facial weakness typically 
spares the upper face.

Cor�costeroids remain the mainstay of treatment, 
although their use in pregnancy requires careful risk-
benefit analysis. Studies suggest that prednisolone is safe 
in pregnancy and improves recovery rates. Eye protec�on 
is cri�cal to prevent exposure kera��s.
Most cases of Bell's Palsy resolve spontaneously, with 
complete recovery in 70-80% of pa�ents. However, some 
pa�ents may experience residual weakness or synkinesis. 
Postpartum resolu�on is common, sugges�ng a link 
between pregnancy-related physiological changes and 
Bells's Palsy .

Conclusion

This case highlights the importance of early recogni�on 
and a mul�disciplinary approach to managing Bell's Palsy 
in pregnancy. Pa�ents o�en become alarmed when they 
develop such symptoms during pregnancy. Therefore, 
along with prompt ini�a�on of cor�costeroids, suppor�ve 
care, pa�ent counselling, and reassurance are key to 
ensuring op�mal outcomes.

DR. MONISHA K
MBBS, MS (OBG)
Consultants in 
Obstetrics & Gynaecology 

A Rare Case of Cellular 
Leiomyoma - the Menace of 
Recurrence and a Masquerader 
of Malignancy

Case Report

A 34-years old female, P1L1, known case of cellular 
leiomyoma on follow-up   presented with reports 
sugges�ve of raising CA 125(124 IU/L) levels with MRI 
sugges�ve of recurrence of mul�ple rapidly growing 
uterine  fibroids. She had undergone laparoscopic 
myomectomy thrice due to recurring fibroids and was 
diagnosed to have cellular leiomyoma during the third 
surgery. She is on regular 6 monthly follow-up with CA 
125, LDH levels and MRI abdomen, pelvis and chest.On 
comparison with previous MRI her fibroids had increased 
in size of about 7 cm , CA 125 increased to 124 from 25 IU/L 
and LDH was within normal limits.
She was evaluated with an FDG PET scan which showed 
low to moderate metabolic ac�vity in mul�ple fibroids 
and no ac�ve lymph nodes or metasta�c lesions were 
found. She was taken up for Total laparoscopic 
hysterectomy with in bag retrieval of specimen, but it was 
converted to total abdominal hysterectomy with bilateral 
s a l p i n ge c to my  d u e  ex te n s i ve  a d h e s i o n s  a n d 
intraopera�ve difficul�es.First histopathological 
evalua�on showed STUMP(Smooth muscle tumour of 
unknown significance).Repeat histopathological 
evalua�on with immunohistochemistry showed cellular 
leiomyoma with mild focal nuclear atypia  and ruled out 
leiomyosarcoma .Ki 67 index was 6 to 7 % sugges�ng good 
prognosis of tumour. She was advised regular 6 monthly 
followup and discharged in stable condi�on.

Discussion

Leiomyoma is one of the most common benign uterine 
tumors with variable clinical presenta�on, and the 
management depends on the site, size, number, and 
symptomatology. However, leiomyosarcomas are rare 
uterine tumors with limited clinical experience. Cellular 
leiomyomas account for less than 5 % of leiomyomas. The 
dis�nc�on between leiomyosarcoma and highly cellular 
leiomyomamay pose a diagnos�c challenge to the 
pathologists as both these tumors have considerable 
overlapping features on histology. Cellular leiomyoma can 
exhibit dense cellularity, prominent vascularity, and 
irregular margins and leiomyosarcoma and stromal 
sarcoma can have smooth musclelike differen�a�on. The 
difficulty in differen�a�ng both the condi�ons is more 
pronounced in endometrial cure�ng or myomectomy 
specimens, as the rela�on to the surrounding 
endometrium or myometrium, or both, is lost.



A panel of CD10, caldesmon, and desmin will help in 
dis�nguishing cellular leiomyoma from endometrial 
stromal tumours.Treatment op�ons for pa�ents with CM  
depends on age,  des ire  to  bear  chi ldren and 
histopathology. Hysterectomy can be considered in 
pa�ents who completed family and uterus preserving 
myomectomy can be offered to pa�ents who desire 
fer�lity.  Oophorectomy has no role in cl inical 
improvement or prognosis outcome. Six monthly follow 
up is recommended in pa�ents post surgery.

Conclusion

The importance of adequate interpreta�on of images 
before surgery to iden�fy possible features that can guide 
a malignant diagnosis of leiomyosarcoma or, in be�er 
circumstances, an associate condi�on like adenomyosis is 
noteworthy. Also, it is relevant to consider the presence of 
histological varia�ons of leiomyoma, like high cellularity, 
that could make the surgical approach more difficult 
during the excision in pa�ents with fer�lity wishes. 
Clinicians and pathologists should be aware of the 
overlapping histological features between Endometrial 
stromal sarcoma and cellular leiomyoma both the 
condi�ons differ in clinical behaviour and treatment. IHC 
staining should be considered in all cases to resolve the 
diagnos�c dilemma.

Case Report

A 34-years old female, P1L1, known case of cellular 
leiomyoma on follow-up   presented with reports 
sugges�ve of raising CA 125(124 IU/L) levels with MRI 
sugges�ve of recurrence of mul�ple rapidly growing 
uterine  fibroids. She had undergone laparoscopic 
myomectomy thrice due to recurring fibroids and was 
diagnosed to have cellular leiomyoma during the third 
surgery. She is on regular 6 monthly follow-up with CA 
125, LDH levels and MRI abdomen, pelvis and chest.On 
comparison with previous MRI her fibroids had increased 
in size of about 7 cm , CA 125 increased to 124 from 25 IU/L 
and LDH was within normal limits.
She was evaluated with an FDG PET scan which showed 
low to moderate metabolic ac�vity in mul�ple fibroids 
and no ac�ve lymph nodes or metasta�c lesions were 
found. She was taken up for Total laparoscopic 
hysterectomy with in bag retrieval of specimen, but it was 
converted to total abdominal hysterectomy with bilateral 
s a l p i n ge c to my  d u e  ex te n s i ve  a d h e s i o n s  a n d 
intraopera�ve difficul�es.First histopathological 
evalua�on showed STUMP(Smooth muscle tumour of 
unknown significance).Repeat histopathological 
evalua�on with immunohistochemistry showed cellular 
leiomyoma with mild focal nuclear atypia  and ruled out 
leiomyosarcoma .Ki 67 index was 6 to 7 % sugges�ng good 
prognosis of tumour. She was advised regular 6 monthly 
followup and discharged in stable condi�on.

Discussion

Leiomyoma is one of the most common benign uterine 
tumors with variable clinical presenta�on, and the 
management depends on the site, size, number, and 
symptomatology. However, leiomyosarcomas are rare 
uterine tumors with limited clinical experience. Cellular 
leiomyomas account for less than 5 % of leiomyomas. The 
dis�nc�on between leiomyosarcoma and highly cellular 
leiomyomamay pose a diagnos�c challenge to the 
pathologists as both these tumors have considerable 
overlapping features on histology. Cellular leiomyoma can 
exhibit dense cellularity, prominent vascularity, and 
irregular margins and leiomyosarcoma and stromal 
sarcoma can have smooth musclelike differen�a�on. The 
difficulty in differen�a�ng both the condi�ons is more 
pronounced in endometrial cure�ng or myomectomy 
specimens, as the rela�on to the surrounding 
endometrium or myometrium, or both, is lost.However, 
differen�a�ng the two condi�ons is important because 
cellular leiomyomas always follows a benign pa�ern. The 
u�lity of IHC(Immunohistochemistry) can be used as a 
diagnos�c aid in arriving at a final diagnosis in 
unconfirmed cases.However, IHC may not provide a 
perfect solu�on to this dilemma as a completely sarcoma 
specific IHC profile is not available. The two differen�als 
may express similar an�gens with a considerable overlap 
between few markers. Ki67 an�gen is a nuclear protein 
expressed in all parts of cell cycle more in G2 and M phase. 
Expression of Ki 67 is regarded as an indicator of biological 
aggressiveness. Higher expression of Ki 67 more than 10 % 
is seen in leiomyosarcoma when compared to cellular 
leiomyoma. 

Burch colposuspension is a well-established surgical 
interven�on for SUI par�cularly in pa�ents with urethral 
hypermobility. Originally described by John Burch in 1961, 
this procedure involves suspending the anterior vaginal 
wall to Cooper's ligament to reinforce urethral support 
and restore con�nence. Despite the advent of mid-
urethral slings (MUS), Burch colposuspension remains a 
valuable op�on, par�cularly for pa�ents who prefer an 
autologous approach or have contraindica�ons to 
synthe�c mesh.

Understanding Burch 
Colposuspension- Regaining 
Bladder Control

DR AADYA DIXIT
MBBS, DNB

 Fellow In Reproduc�ve Medicine



Indica�ons

 Stress Urinary Incon�nence (SUI) with Urethral
 Hypermobility: 
 Failure of Conserva�ve Management
 Concurrent Pelvic Organ Prolapse (POP) Repair

Efficacy And Long-term Outcomes - Success Rates: 
Con�nence rates of 70–90% at five years and durable 
benefits extending up to 10–20 years in select 
popula�ons.Recurrence Rates: Long-term studies 
indicate that SUI recurrence may occur in up to 20–30% of 
cases, par�cularly in the presence of intrinsic sphincter 
deficiency (ISD).

Complica�ons and Risks

 Intraopera�ve Complica�ons:Bladder Injury: Occurs
  in approximately 5% of cases, requiring intraopera�ve
 repair. 
 Urethral or Vascular Injury: Uncommon but
  necessitates careful surgical technique.
 Postopera�ve Complica�ons: Voiding Dysfunc�on
 (5–10%): urinary reten�on requiring intermi�ent
  catheteriza�on or prolonged catheter use. 
 De Novo Urgency and Urge Incon�nence (10–20%):
  Possibly due to altered bladder dynamics, managed
  with an�cholinergic therapy if symptoma�c.
 Pelvic Organ Prolapse (20–30%): Burch 
 colposuspension alters vaginal axis and pelvic floor
  support, increasing the risk of cystocele or enterocele
  forma�on.

Intra Opera�ve Image Showing Sutures Being Anchored to Cooper Ligament

Case Report 

 65 years, P2L2, previous 2 NVD, hypertensive, k/c/o
  bronchial asthma, menopausal for 15 years came to
  OPD with chief complaints of involuntary passage of
 urine while laughing,coughing, blowing nose for the
  past two years requiring pads and affec�ng the quality 
  of her life, not responding to conserva�ve management 
 and associated with postmenopausal spo�ng for 
 the past six months. TVS- WNL, PVRU volume was 
 100 ml, PAP'S smear- NILM.
 On clinical examina�on- POP Q assessment showed 
 no descent, Urine stress test - Involuntary dribbling 
 of urine seen upon coughing in both supine and 
 upright posi�ons, Boney's test– Posi�ve, Oxford 
 scale of pelvic muscle power- 3/5, Q TIP test posi�ve.
 A�er proper counselling, pa�ent was planned for 
 Total laparoscopic hysterectomy with 
 Bilateral salpingo-oophorectomy with Burch 
 colposuspension.
Post TLH, Retzius spacewas dissected to expose pubic 
symphysis and Cooper's ligament. Bladder dissected away 
from the pubic bone, ensuring clear visualiza�on of the 
urethrovesical junc�on.Permanent, non-absorbable 
sutures (e.g., polypropylene) placed bilaterally at the level 
of the urethrovesical junc�on and mid-urethra.
The sutures were then anchored to Cooper's ligament, 
providing eleva�on and support to the urethrovesical 
junc�on.Excessive tension is avoided to prevent voiding 
dysfunc�on and urinary reten�on.

COMPARISON WITH MID-URETHRAL SLINGS (MUS)

Feature    Burch Colposuspension   Mid-Urethral Sling (MUS)

Material    Autologous (no mesh)   Synthe�c (polypropylene mesh)

Approach    Open/laparoscopic   Minimally invasive (transobturator/retropubic)

Success Rates    70-90% (long-term)   80-95% (short-term)

Risk of Mesh Complica�ons None    2-10% (erosion, dyspareunia)

Risk of Voiding Dysfunc�on 5-10%    2-5%

POP Risk    Increased risk    Neutral effect

Conclusion

The procedure offers long-term efficacy, but pa�ent selec�on is crucial to minimize complica�ons such as voiding 
dysfunc�on and pelvic organ prolapse. The laparoscopic technique offers reduced morbidity, shorter hospitaliza�on, and 
faster recovery while maintaining comparable efficacy.Given the excellent long term outcomes Laparoscopic Burch 
colposuspension should be considered as a first line management of genuine stress urinary incon�nence.
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Heterotopic Pregnancy with 
Left Cornual Ectopic Rupture : 
A Case Report

Introduc�on 

Heterotopic pregnancy is a combina�on of intra and 
extrauterine pregnancy and incidence has increased 
sharply to 1 in 100 pregnancies with ART.  A cornual 
pregnancy is  implanta�on and development of 
gesta�onal sac in one of the upper and lateral por�ons of  
uterus. Cornual pregnancy is rare, accoun�ng for around 
2% of ectopic pregnancies. This condi�on carries a 
significant maternal morbidity and  mortality due to the 
risk of rupture of ectopic pregnancy and proximity of 
major blood vessels. Rupture usually occurs a�er 8 weeks 
gesta�on, however early rupture can s�ll occur. Timely 
diagnosis and appropriate interven�on is lifesaving.

Case Report

A 36-year-old pregnant woman (G2 A1) FET concep�on 
with a past history of laparoscopic myomectomy, 
asymptoma�c in the present pregnancy was admi�ed 
with a diagnosis of unruptured le� cornual ectopic 
pregnancy and an intrauterine gesta�on sac of 5 weeks. 
pregnancy. Ultrasound examina�on showed an 
intrauterine gesta�onal sac  corresponding to 5 weeks 
without cardiac ac�vity and a gesta�onal sac in le�  cornu 
of uterus  corresponding to 6 weeks with cardiac ac�vity. 
There was no free fluid in pelvis. She was posted for 
elec�ve Laparoscopic cornual resec�on of pregnancy. 
However she developed severe pain in abdomen a�er 
admission and was taken for emergency laparoscopy. 
There was moderate hemoperitoneum in the pelvis and 
peritoneal cavity. Le� cornual ectopic pregnancy rupture 
was seen .Both  fallopian tubes were normal.  She 
underwent le� cornual ectopic resec�on and repair of 
uterus in 2 layers and Suc�on Evacua�on was done for 
intrauterine pregnancy. She received total of 4 pints of 
PRBC and 4 pints of FFP. She recovered well in post-
opera�ve period. β-hCG levels were monitored weekly 
and was nega�ve in 3 weeks.

Discussion

Early diagnosis is challenging as most pa�ents are 
asymptoma�c un�l complica�ons from extrauterine 
pregnancy arises. This is o�en a late diagnosis, with 
associated with significant morbidity and mortality. The 
reason for late diagnosis is mul�factorial - pa�ents 
normally present with non-specific abdominal pain, 
imaging with ultrasound can either fail to detect 
heterotopic pregnancy or be misinterpreted due to 
presence of an intrauterine pregnancy, and the index of 
suspicion from the clinician is o�en low. Risk factors for 
Heterotopic pregnancy are ART, pelvic inflammatory 
disease, pelvic surgery, and previous damage or pathology 
to fallopian tube. 

Our pa�ent was FET concep�on and had ahistory of  
laparoscopic myomectomy. Symptoms of Heterotopic 
pregnancy are nonspecific. Heterotopic Pregnancy can be 
asymptoma�c in 24% of cases or may  present as 
abdominal pain (the most frequent symptom), vaginal 
bleeding and hypovolemic shock. Vaginal bleeding and 
hypovolemic shock o�en indicate the rupture of the 
Ectopic. Ultrasound remains the main imaging modality in 
ectopic and Heterotopic pregnancies. 

There are several op�ons for the treatment of heterotopic 
cornual pregnancy- surgical, medical or expectant 
treatment. If a pa�ent diagnosed with heterotopic 
cornual pregnancy and is hemodynamically stable, 
nonsurgical treatment may be suggested. Systemic or  
direct injec�on of potassium chloride (Kcl), hypertonic 
solu�on, and methotrexate into the ectopic gesta�onal 
sac if the intrauterine pregnancy is non-viable.
The pa�ent can be treated surgically by cornual resec�on 
or hysterectomy either by laparotomy or laparoscopy. 
Surgical management is the defini�ve removal of the 
cornual ectopic mass either by laparoscopy or 
laparotomy. Laparoscopy is considered to be the gold 
standard for treatment in ectopic pregnancy. Even in 
women with significant hemoperitoneum, laparoscopic 
surgery can be safely conducted by experienced 
laparoscopic surgeons if hemodynamic stability is 
achieved by periopera�ve management. The advantages 
of  laparoscopic  management over  exploratory 
laparotomy are the shorter hospital stay, fewer surgical 
wounds, and reduced use of an�bio�cs and analgesics.  
However, surgical resec�on of the uterine cornu also can 
lead to subsequent uterine rupture during future 
pregnancy.

Conclusion

Cornual ectopic pregnancies con�nue to be a challenge in 
terms of diagnosis and management. Early clinical 
diagnosis supported with ultrasonography may 
poten�ally provide conserva�ve management and 
ul�mately reduce mortality. Because diagnosis is typically 
not made un�l a rupture has occurred, it is important to 
recognize common signs and symptoms in an emergency 
se�ng to guide clinicians toward an appropriate 
management plan. With the increase in ART procedure, 
clinicians need to look for ectopic posi�ons of pregnancy 
even when an intrauterine gesta�onal sac has been seen 
in scan. 
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The Mystery of Unseen: 
A Case Report on Rare 
Uterine Anomaly

Introduc�on 

Müllerian duct anomalies represent a diverse spectrum of 
congenital malforma�ons of the female reproduc�ve 
tract, resul�ng from disrup�ons in the complex processes 
of embryological development, fusion, and resorp�on of 
the paramesonephric ducts. This comprehensive report 
explores the rare uterine anomaly known as combined 
bicornuate septate uterus, with septum extending upto 
the level of external os, examining its embryological basis, 
diagnos�c criteria, clinical significance, and management 
modali�es. While pure septate uteri account for 
approximately 90.2% of double-chambered uteri and 
pure bicornuate variants represent about 5%, hybrid 
forms cons�tute the remaining 4.8%, highligh�ng their 
rela�ve rarity in clinical prac�ce

Case Report

26 year old female presented with chief complaints of 
primary infer�lity and intermenstrual spo�ng. The 
diagnos�c workflow typically begins with transvaginal 
ultrasonography, which can iden�fy the presence of a 
divided uterine cavity but may not always dis�nguish 
between pure septate, pure bicornuate, or the hybrid 
variety. Three-dimensional ultrasonography has 
improved diagnos�c accuracy by providing be�er 
visualiza�on of both the external fundal contour and 
internal cavity shape. Magne�c resonance imaging (MRI) 
has emerged as a valuable non-invasive alterna�ve to 
combined hysteroscopy-laparoscopy for complex cases, 
as it provides excellent so� �ssue contrast and 
mul�planar imaging capabili�es that can simultaneously 
demonstrate both internal and external uterine 
morphology. The differen�a�on between these varie�es 
is clinically significant as it guides management decisions, 
par�cularly regarding the appropriateness of surgical 
interven�on

Diagnos�c Challenges in Uterine Anomalies: Misdiagnosis 
of Bicornuate Septate Uterus as Uterus Didelphys on MRI, 
Highligh�ng the Limita�ons of MRI as the Inves�ga�on of 
Choice for Complex Uterine Malforma�ons

Management 

The management of combined bicornuate septate uterus 
requires a tailored approach that accounts for both the 
bicornuate and septate components of the anomaly. The 
decision to intervene surgically depends on several 
factors, including the pa�ent's reproduc�ve history, 
fer�lity desires, symptomatology, and the specific 
anatomical features of the anomaly. Hysteroscopic septal 
resec�on represents the gold standard for addressing the 
septate component of the combined anomaly. In cases of 
combined bicornuate septate uterus, the procedure 
requires par�cular care due to the external fundal 
indenta�on, which increases the risk of uterine 
perfora�on. Research indicates a six-fold increase in 
perfora�on risk during hysteroscopic septal resec�on in 
hybrid septate varie�es compared to pure septate uteri. 
Consequently, concurrent laparoscopic guidance is o�en 
recommended to enhance safety and improve outcomes.

Surgical Considera�ons

 A�er the diagnosis was confirmed decision for a septal
  resec�on was taken.
 22 Fr resectscope along with saline bipolar cu�ng
 mechanism was used. 
 It should be tried to keep the resectoscope in the centre
  equidistance from top and bo�om so that to decrease
  risk of perfora�ng walls of uterus. 
 Short bursts of current should be given to avoid any
  collateral damage. 
 It is advisable not to cut the en�re length of septum in
  one go on one side , rather it is always a good idea to go
  from le� to right and right to le� in slow steps , so that 
 one is able to to move back and a take a panaromic view
  to understand how to proceed further with resec�on -
  this will minimize the risk of complica�ons.
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