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CASE REPORT

ABSTRACT

Uterine sacculation is a very rare pregnancy complication having
an incidence of about one in 3000 pregnancies. It is more
commonly associated with retroverted uterus. Isolated
sacculation either congenital or acquired is very rare. Without
timely intervention, this can cause miscarriage, intrauterine fetal
death, preterm delivery, uterine rupture, adherent/retained
placenta and postpartum hemorrhage. Retained placenta is a
common complication of congenital sacculation. Acquired
sacculation occurs secondary to uterine surgeries, like uterine
curettage, hysterotomy, cesarean section or following misoprost
use. A rare case of retained placenta in the congenital uterine
sacculation, first diagnosed during laparotomy done for failed
manual removal of placenta, which was removed by
hysterotomy. Another case with failed induction of abortion for
intrauterine fetal demise and threatened rupture of acquired
sacculation are reported.

Awareness and early diagnosis of uterine sacculation allows
clinicians to be prepared for emergency situations and better
manage complications, to limit fetomaternal morbidity and
mortality.
Abbreviations: IUGR: Intrauterine growth restriction; IUFD:
Intrauterine fetal death.
Keywords: Uterine sacculation, Retained placenta, Misoprost,
Hysterotomy.
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INTRODUCTION

Isolated uterine sacculation (diverticulum) is a very rare
complication. Sacculation occurs in about one in 3000
pregnancies with retroverted uterus.1 The condition has been
defined as a transitory pouch or saclike structure developing
from a portion of the gravid uterus and containing all the layers
of the uterus. This can cause spontaneous miscarriage,
intrauterine fetal death, uterine rupture, preterm delivery,
abnormally adherent retained placenta and postpartum
hemorrhage.1 Two cases of uterine sacculation with different
presentation, where hysterotomy was needed to remove retained
placenta and conceptus are reported.

CASE REPORTS

Case 1

A primipara presented with retained placenta and hemorrhage
4 hours after vaginal delivery of a live term intrauterine growth
restriction (IUGR) baby, with no past history of any uterine
surgery or curettage. Antenatal ultrasound had revealed excess
placental calcification.

On examination, she was in shock. Uterus was 24 weeks
size, well contracted and, on examination, a bulge was noted
in left uterine cornua. Speculum examination revealed about
500 gm of blood clots and cord coming out of partially opened
cervix. Placenta was inaccessible. In view of active hemorrhage
and to hasten placental separation, oxytocin was started as
infusion and also through umbilical vein. Manual removal of
placenta was attempted under general anesthesia and failed, as
cervix did not open even after maximum dose of muscle
relaxants and deepening plane of anesthesia. In view of
continued excessive bleeding and placental inaccessibility and
cornual bulge being clearly felt, decision of hysterotomy was
made. On laparotomy, uterine sacculation was seen in the left
cornua, superomedial to the ovarian ligament, as a bluish red
bulge of about 5 × 8 cm, with dilated and tortuous vessels on
its surface (Figs 1 and 2). At hysterotomy, placenta was found
partially separated and trapped in the sacculation and removed
piecemeal. Placenta was small (250 gm) with multiple
calcifications and infarcts. Uterine exploration revealed,
extremely thinned out wall of sacculation. After placental
removal, uterus was well contracted and hemostasis achieved.
Postoperative period was uneventful. She was called for follow-
up evaluation after 6 weeks.

Case 2

A 30-year-old multigravida presented with 18 weeks of
gestation and ruptured membranes. She had history of
spontaneous expulsion of dead fetus in first and cesarean
sections in subsequent two pregnancies.

On abdominal examination, uterus was of 18 weeks in size,
relaxed without scar tenderness. Intrauterine fetal death (IUFD)
with ruptured membranes and cord prolapse was diagnosed.
Cervix was uneffaced admitting only tip of the finger.

She was induced with dinoprostone gel followed by two
doses of misoprostol (100 mcg) at 6 hours interval. But failed

Fig. 1: Uterine sacculation in left uterine cornua, superomedial to
ovarian ligament with dilated tortuous vessels on its surface
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to abort even after having uterine contractions. In view of
previous two cesarean sections and failed induction, emergency
hysterotomy was performed and sacculation with extremely
thinned out wall was seen in left cornua. Removal of trapped
dead conceptus in the sac and tubectomy was done.
Postoperative course was uneventful.

DISCUSSION

A true (congenital) sacculation is very rare. The sacculation is
composed of all three layers of the uterine corpus with an
excessively thinned out layer of myometrium that is continuous
with the normal myometrium of the corpus (Fig. 3). Placental
implantation and trophoblastic destruction of the uterine wall
was considered to cause, saccular distention (Umezaki et al) 2

or ballooning and excessive vascularity. It is not rudimentary
horn as it bears no anatomic relationship to the cornual
structures. Regions of fibrosis cause poor decidualization,
placental insufficiency, IUGR and adherent retained placenta.
As uterus contracts postpartum and opening of sacculation into
uterine cavity collapse, placenta becomes retained as in case 1.
For the same reason placenta had to be removed piecemeal.
Failure of cervical dilatation may be due to inadvertent use of
methylergometrine before placental removal. It is impossible
to remove the retained placenta in the sac by usual methods of

manual removal or curettage, so most of them end up having a
laparotomy and hysterotomy.3 Hysterectomy should be
considered if sacculation is accompanied by abnormal placental
adherence or serious hemorrhage. For selective cases of adherent
retained placenta without bleeding, conservative methods like
uterine artery embolization and administration of methotrexate,
may be tried, as in a case reported by Choung et al.4

Acquired sacculation can be related to prior uterine surgery
or misoprostol use as in case 2.2 It is difficult to diagnose till it
ruptures silently and prove to be lethal without timely
intervention. Use of strong uterotonic in postcesarean
pregnancy for IUFD should be done with great caution and
not to be waited too long before considering hysterotomy. In
this case, insistence with uterotonics would have certainly led
to rupture of uterus with grave consequences.

Awareness and early diagnosis of uterine sacculation would
allow clinicians to be prepared for emergency situations and
to better manage the complications to limit fetomaternal
morbidity and mortality.

Synopsis

Hysterotomy to remove trapped placenta or conceptus in uterine
sacculation limit maternal morbidity and mortality.
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Fig. 2: Anterior view of sacculation

Fig. 3: Diagrammatic representation of sacculation


