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Mrs. J.D., GO PO presented w ith H/o infertilit y fo r which 

she was treated and in turn conceived. Her pregnancy 

progressed uneventfull y till 24 wks except fo r weight gain 

being on the higher side of normal. A n earl y pregnancy 

scan on USG ar 8 wks showed a single li ve intra-uterine 

r,.,tus corresponding w ith the weeks of gestati on. At 24 

wks on her routine monthly visit , uterus was found to be 

larger for the weeks of gestati on. An USG scan showed 

" single fetus of 24-26 wks wi th evidence of marked as­

,. I tic f lu id in fetal abdomen with bil ateral pleural effu sion. 

There was evidence of soft ti ssue swellin g around the 

sc..1lp and chest wall. T here was a marked enlargement 

of fetal abdomen. Spines revealed no abnormali ty. Look­

ing at the blood groups of the parents, immune cause of 

hydrops was ruled out. T hi s pregnancy was terminated 

and the fetal blood was subjected to cord blood culture. It 

showed tri somy 16. On subjectin g the parents to 

karyotyping, they were found to be karyotypi call y nor­

mal. But the father was found to have a chromosomal 

aberrati on. There was a polymorphic centromeric het­

erochromatin chromosome 16. A normal karyotype wi th 

rare structural anomaly leading to fetal tri somy and re­

sulting in a non- immune hydrops makes thi s a very rare 

case. 

0 regnancy in Rudimentary horn of Uterus 
J.Ojh a, D.Ghalot, 
Dept. of Obst. & Gyneac.S.P. Medical Coll ege, Bik aner (Raj.) 

Pregnancy in Rudimentary horn of uterus is rare as it is 

very diff icul t to make the di agnosis before surgery. This 

condition is most hazardous to maternal lif e as rupture of 

pregnant horn results in severe haemoperitonium. Surgical 

exploration and excision of accessay horn is advised. 

se Report. 

l\1rs.Y.K, 35 years, 7'h gravida, 6FTND, 4 male & 2 

�f�e �m�a�l �e�~� all al ive was refered to us as a case of threatened 

aborti on on 28.10.97. She had amenorrhoea of 4 months. 

Pain in abdomen and bleeding PlY of f & on for I 

month. more since I day. Her general conditi on revealed 

mild anaemia pul se90/per min. B.P. 120/80mmof Hg. 

P/V -os was closed uterus was 14 wk size, soft , there 

wa sli ght tenderness in anteri or and ri ght forni x. Bl ood 

arranging two units of blood. 

As needling was positi ve laparotomy was done . There 

was massive haemoperitonium (fresh blood); both tubes 

& ovari es were normal. There was bicorunate uterus, 

rudimentary horn was on ri ght side, of I 0 x 12 weeks size 

soft. There was opening on it through which fresh blood 

was coming. On cleaning the blood membranes were 

seen bulging through the opening . Ri ght side sapingo­

oopherectomy & removal of Rudimentary horn & left 

sided tubectomy were done. 

She was given 2 units of blood tanfusion and was on 

dopamine 4 amp in 5% GDW for 2 days postoperative as 

BP fell to 60 mm of Hg during operation. 

stained discharge was present. She had severe pain in Cut Secti on: Revealed fetus with placenta in rudimentary 

abdomen on 29.10.97. A t thi s rime her pulse was 140/ horn of uterus with normal tube & ovary (Photo) . She 

min. BP. 60 mm ofH g, A bdominal distension was present. had normal post operati ve peri od, was di scharged on 14'11 

With possible diagnosis of ectopic pregnancy she was day aft er operati on. 

taken for needli ng & Exploratory laparotomy aft er 
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