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Case Report
Robert’s Uterus, Rare Uterine Anomaly: A Case Report
SHAKEELA ISHRAT1, IVA RANI NANDI2, JESMINE BANU3
Abstract:
Roberts uterus is an extremely rare variety of congenital mullerian duct anomaly. It is also
known as asymmetric septate uterus. The uterine septum is complete and fused with uterine
wall on one side dividing the cavity into two: one non-communicating and another
communicating with cervix. Regular menstrual flow occurs from the communicating cavity.
At the same time, obstruction to menstrual flow in one cavity results in formation of
hematometra, sometimes hematosalpinx and endometriosis. Presenting symptoms are
severe dysmenorrhea and abdominal pain.Imaging modalities like three dimensional
ultrasonography or magnetic resonance imaging are useful in diagnosing the mullerian duct
anomaly. Traditionally the condition has been treated by laparotomy followed by complete
excision of the obstructed one sided cavity. In recent years, incision of septum has been
done by hysteroscopy, resulting in a uterine cavity with better reproductive outcome. Here
presented the case of a 19 year old woman with Robert’s uterus. The imaging modalities
failed to diagnose the case. The anomaly was explored by laparoscopy and hysteroscopy
followed by laparotomy. The obstructed hemi-cavity had thick altered blood. It was obliterated
following excision of endometrium. The woman was relieved of pain thereafter.
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Introduction:
Roberts uterus is an extremely rare variety of
mullerian duct anomaly. It can be considered as
variant of septate uterus, class V of American Society
of Reproductive Medicine (ASRM) Classification and
class U2 of European Society of Human
Reproduction and Embryology-European Society for
Gynaecolgical Endoscopy (ESHRE-ESGE)
classification.1Other terms ascribed to it include
obstructive septate uterus or asymmetric septate
uterus. The uterine septum is complete and fused
with uterine wall on one side. In other words, the
uterine septum divides the uterine cavity
asymmetrically into hemi cavities, one noncommunicating and another communicating with
cervix (Fig 1). Regular menstrual flow occurs. At the
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same time, obstruction to menstrual flow in
obstructed cavity results in hematometra, sometimes
hematosalpinx and endometriosis. Presenting
symptoms are severe dysmenorrhea, recurrent and
acute abdominal pain.2
The uterine anomaly was first described by H Robert
in 19702. Since then there have been a few case
reports of the condition. Imaging modalities like three
dimensional ultrasonography or magnetic resonance
imaging are useful in diagnosing the mullerian duct
anomaly. Traditionally the condition has been treated
by explorative laparotomy followed by complete
excision of the obstructed hemicavity. When there is
associated adnexal mass (hematosalpinx or
endometriotic cyst) additional clearance is needed.2-6
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In recent years, incision of septum has been done
by hysteroscopy, resulting in a uterine cavity with
better reproductive outcome. 7-9 Here we have
reported a case of Robert’s uterus in a 19 years old
women.
Case Summary:
A 19 year old unmarried college student presented
with painful menstruation since menarche and left
sided lower abdominal pain for last two and a half
years. Her menarche was at the age of 13 years
followed by regular menstruation of average flow and
duration. Dysmenorrhea began 1 day after
menstruation, persisted throughout menstruation and
subsided thereafter. But for the last two months the
pain was severe and not relieved after menstruation.
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the septum was transversely oriented and was
obstructing the left endometrial cavity leading to
hematometra and distension. Chronic blood products
typically appeared bright in T1W and T2W fat
suppressed images and a shady effect on T2W
images. The right endometrial cavity was normally
communicating with the cervical and vaginal canal.
Uterine fundal contour was normal.

On examination, she was of average body built with
well-developed secondary sex characters. Vulva and
perineum appeared normal. Since she was an
unmarried girl, per rectal examination was done which
revealed an asymmetrically enlarged uterus. She had
an ultrasonogram which reported bicornuate uterus
with haematometra. There was echogenic fluid
collection within endometrial cavity suggesting
hematometra. Kidneys, ureters and bladder were
normal in size and position.
Fig.-2: MRI Coronal view : The endometrial cavity
asymmetrically divided into a smaller right cavity and
a larger left cavity

Fig.-1: Roberts uterus
She had an MRI which also reported the uterine
malformation as bicornuate uterus with
haematometra. But the MRI films,when reviewed
after surgery suggested otherwise. The coronal (Fig
2) and sagittal (Fig 3) images showed a thick
hypointense septum in uterus which asymmetrically
divided the endometrial cavity into a smaller right
cavity and a larger left cavity. The lower portion of
126

Fig.-3: MRI Sagittal view: A thick hypointense
septum in uterus
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The provisional diagnosis was bicornuate uterus with
non-communicating functional horn. She was given
continuous progestin therapy to suppress
menstruation and referred to Bangabandhu Sheikh
Mujib Medical University. When examined under
anesthesia, vagina and the cervix appeared
normal.She had diagnostic laparoscopy and
hysteroscopy followed by laparotomy.
At laparoscopy it was apparent that the uterus was
not bicornuate or unicornuate as the fundus was
normal and intact. Bilateral tubes and ovaries
appeared normal. The uterus was enlarged in size,
more on left side with a swelling between the round
ligament and fallopian tube (Fig 4). At hysteroscopy
the cervix was patent. Tubal ostium was visible on
right side but not on the left side.

Fig.-4: Laparoscopic view of uterus: fundus intact, a
swelling on left side between fallopian tube and round
ligament of uterus
After laparotomy, at first altered brown coloured thick
blood was aspirated by syringing from the swelling
on the left side of uterus. An incision was given on
the left sided bulged area to open up the cavity.
Endometrial lining was excised, leaving the
myometrium intact as far as possible. The residual
cavity was found as dead space and obliterated with
sutures after myomectomy.
Patient was discharged on seventh postoperative day
after an uneventful postoperative period. During
follow-up she had normal cyclical menstruation
without dysmenorrhea.
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Discussion:
Female genital tract develops from the embryonic
structures called paramesonephric duct or mullerian
duct. There is fusion of the two mullerian ducts
proceeding cephalaid from the mullerian tubercle
upto the junction of future round ligament. Shortly
after that there is resorption of the septum between
the two ducts. Congenital defects of uterus results
from failure of fusion or resorption. Partially fused
uterus with two recognizable horns results in
bicornuate uterus. When the midline septum is not
adequately resorbed, it gives rise to septate uterus.
The external configuration of uterus is relatively
normal with a septum within the uterus4.
Robert’s uterus is a variant of septate uterus in which
inferior part of the septa deviates to fuse with uterine
wall on one side causing obstruction to one uterine
hemi-cavity. The obstructed cavity with functional
endometrium and cyclical menstrual flow which does
not find a way out while the other cavity
communicates with the cervix and has normal
menstrual outflow 4. The pubertal girl presents with
cyclical menstrual period with severe dysmenorrhea.
Other mullerian anomalies like unicornuate uterus
with non-communicating functional horn 10and
obstructed hemi-vagina with ipsilateral renal anomaly
(OHVIRA) syndrome11 present with similar symptoms
of normal menstrual flow and severe dysmenorrhea
since menarche. The menstrual flow can extend into
the fallopian tube leading to the formation of
hematosalphinx, chocolate cyst and pelvic
endometriosis.4Cryptomenorrhea, due to congenital
anomalies and less commonly due to acquired
causes like trauma,has long term complications of
endometriosis and infertility.12
The 2-D ultrasound of uterus can identify two
separate cavities, one cavity enlarged with
hematometra. However it has limitation as it cannot
assess the outer contour of the uterus. The 2-D
ultrasound is helpful in visualizing the associated
adnexal masses like hematosalpinx or chocolate
cyst, but unable to differentiate different types of
mullerian duct anomalies.3,6 Three dimensional or
volumetric reconstruction of multiple 2D images is
done in 3-D ultrasonogram. This computerized multiplanar reconstruction acquired and displayed over
time is known as realtime 3-D,live 3-D or 4-D
ultrasonogram.13Coronal view 3-D/4-D sonogram of
uterus can delineate surface contour, myometrium,
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extent of septum or fundal indentation and distance
between ostia, which cannot be done by
hysterosalpingography or hysteroscopy. 14 The
relationship between cavity and myometrium can be
adequately visualized by 3-D/4-D ultrasonogram as
well as magnetic resonance imaging (MRI).15MRI is
the imaging modality of choice for full visualization
of the extent of mullerian abnormalities. It is the most
reliable imaging modality for the diagnosis of Robert’s
uterus because it shows the uterine septa with normal
external uterine fundal contour as well as
hematometra and hematosalpinx.
The patients are treated by explorative laparotomy
followed by opening up the uterus and excision of
obstructed hemicavity. Instead of removal of
hemiuterus, uterine cavity can be opened and only
endometrium is excised sparing the myometrium.
Then the cavity is obliterated by sutures. Excision of
obstructed hemicavity heads to disruption of
myometrium followed by scar tissue formation,
exposing the girl to the risk of rupture at the time of
pregnancy and delivery.2,5
Hysteroscopy is useful because it can directly
evaluate the uterine cavity and when combined with
laparoscopy can adequately visualize the uterine
malformation7. In recent years, the condition has
been managed by hysteroscopy. Electrosurgical
excision of the obstructing septum has been done
with needle electrode of transvaginal resectoscope
under sonographic guidance to avoid uterine
perforation.8-9 Transvaginal excision of septum has
many advantages. Disruption of uterine wall and scar
formation is avoided. Preservation of adequate and
functional uterine cavity is possible which is crucial
for future pregnancy without rupture. However there
should be adequate expertise with hysteroscopy.
Safety should be ensured by simultaneous
sonographic monitoring.9
There has been a case report of pregnancy in
Robert’s uterus.16Pregnancy was in right noncommunicating half, the left non-pregnant half
communicating with the cervix. The women gave
history of only mild dysmenorrhea. She also had one
previous full term delivery at home. The noncommunicating horn did not appear to cause her any
problems. Rare trans-peritoneal migration of sperms
may result in pregnancy in the non-communicating
half of the uterus2
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Young women with severe dysmenorrhea or
suspected endometriosis should be investigated for
congenital anomalies. Obstructed genital anomalies
are a risk factor of endometriosis in adolescents. One
study reported congenital anomalies in 32% of
adolescents with pelvic endometriosis.17
There may be inappropriate surgeries if the
gynecologists are not aware of this rare anomaly
while managing severe dysmenorrhorea in
menstruating young girls18. Pre-surgical evaluation
for appropriate diagnosis is mandatory for appropriate
counselling of the patients and planning endoscopic
surgeries, if possible.
Conclusion:
Robert’s uterus is a very rare uterine anomaly. It can
be well evaluated with MRI. Gynecologists should
read the MRI themselves and correlate the findings
clinically.It is important to consider the congenital
anomalies in young women who have severe
dysmenorrhea since menarche with normal
menstrual flow. Early diagnosis and treatment will
prevent progression to debilitating endometriosis and
infertility.Hysteroscopic resection of septum will
provide a larger uterine cavity and better reproductive
outcome.
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