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CLINICAL CASE

CERVIX UTERI HISTOGENESIS DEFECTCAUSE OF SEXUAL DYSFUNCTIONS
CASE REPORT AND REVIEW OF SPECIALTY LITERATURE
Vasile NIȚESCU*
1. Medical Centre for Obstetrics-Gynaecology and Sexology, Romania

Abstract
The defect in the shape of the cervix called “disruption” is caused by an extrinsic action, which,
from an embryological point of view, interferes with the normal initial development of the uterus.
Dysplasia occurs as a defect in histogenesis, usually due to the action of teratogenic factors.
In the presented clinical case, we are discussing about the disorganization of an organ part, in
which the uterine fundus and the uterine body are normal and the cervix and isthmus of the uterine body, respectively their left edge is transformed into a thin and elastic cystic wall, thus changing
the morphophysiology of the local structure. In addition to the above-mentioned pathology, the
patient also presented with incomplete longitudinal vaginal septum.
All these determined, in addition to the morphological changes, a clinical symptomatology,
related to complex sexual dysfunction.
The presence of a paravaginal cyst in the left side of the cervix and uterine isthmus, formed by
the effect of tissue disorganization during organogenesis, is not included in the types of congenital
uterine abnormalities presented in the literature as utero-vaginal malformations that, according to
Berek and Novak, occur in 0.16% of women.
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Introduction
The abnormalities caused by the morphogenesis error are explained embryologically,
in this case, by “disruption” (defects of form)
and dysplasia (defect of histogenesis).
These constitute the sexual dysmorphism,
respectively the abnormal morphological
structure, different, of the uterine segmentsneck and isthmus- as well as of the vagina
due to the incomplete longitudinal vaginal
septum, which determined the double vagina,
and, respectively, the sexual pathology of the
patient.

Clinical case
The 22-year-old female patient is hospitalized in a university hospital (in Bucharest)
for dyspareunia, vaginismus and abundant
muco-purulent foul smell leukorrhea, refractory to treatment and which drained insufficiently.
The patient also had several sexual dysfunctions: of libido, of erection, of copulation
and of orgasm.
The clinical examination and the specialized investigations carried out, including
magnetic resonance imaging, revealed:
- Incomplete longitudinal vaginal septum without cervical duplication.
The septum, which divides the vaginal
cavity into two lodges, was a “double” vagina with narrow cavities and rigid walls, a
situation that could explain the accentuated
dyspareunia, present since the beginning of
sexual life.
- Paravaginal cyst located in the bottom
of the left vaginal sac and the left edge of

the cervix and uterine isthmus, with which it formed a common body, which changed
the morphophysiology and topography of the
area.
The single clinical cervix, with a membranous left wall, was much enlarged, with the
outer orifice deviated to the left; it had a very
thin and elastic wall on the left side, easily
admitting the index finger.
The investigations also confirmed the
presence of the upper part of the cyst at the
subperitoneal level. Laterally, to the left of
the uterine body, were its vascular-nervous
elements and the left ureter. There were no
malformative structural changes in the upper
part of the uterine cavity.
The corrective surgical approach was performed vaginally, practicing:
- Resection of the incomplete vaginal
longitudinal septum, with suturing of the
anterior and posterior walls.
- Cystectomy with revival of the two
parts, anterior and posterior, of the body and
uterine isthmus, with metroplasty-Emmeth
procedure. A drainage tube was applied to the
uterine cavity, maintained for 7 days, protecting the normal re-constitution of the cervical
orifice and canal.

After the performed reconstructive surgery, the first menstruation occurred in the
month immediately following the operation
and then monthly, rhythmically.
The patient used contraception for a period of time, which she stopped on her own
initiative after 6 months. Ten months after
the surgery, the first pregnancy occured.
At the gestational age of 28-30 weeks
it was necessary to perform a uterine cer-

Journal of Clinical Sexology - Vol. 4; No.4: October- December 2021 147

clage, maintained until the gestational age
of 37 weeks, when she gave birth by caesarean section, to a live female fetus, weighing 2750 grams and Apgar score of 9.
The second birth took place after 6
years, also by caesarean section, when a
fetus of 2600 grams was extracted, with
Apgar score 9.
Both cesarean sections had, as surgical
indication, the diagnosis of “scarred uterus”.

Discussions
Superficial primary dyspareunia
It appeared from the first sexual intercourse of the presented patient, followed by deep
dyspareunia and hemipareunia, which disap-

peared only after the corrective surgery.
In the related situation, the clinical picture
was determined by the pathology of the local
anatomical structure, ie by the vaginal malformation that generated two vaginal cavities open to the vulva (Fig.1) respectively the
double vagina, one of the causes of dyspareunia and of libido, copulation and of orgasm
dysfunction.
To all these was added the lack of the left
lateral wall of the cervix and the uterine isthmus, an area transformed into a paravaginal
cystic wall, this particular abnormal aspect
not being described yet in the medical literature.
It has to be mentioned that the actual
dyspareunia, as in this case, is manifested
when the pain occurs as a result of local trauma, causing physical and mental suffering of
the patient.

Fig. 1 Vaginal septum
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The vestibulodynia causes the female’s
fear of sexual intercourse, of vaginal penetration, as well as decreased sexual
arousal and reflex contraction of the muscles around the vagina, associated with
physical pain when touching the vaginal
vestibule, reduced desire for sexual arousal, as well as the perception of a painful
burning sensation to touch of the hymenal
margins and of the labia minora.
Moreover, the patient developed a depressive disorder that required treatment
with antidepressant medication, which
further damaged her sexual response.
Cervical shape and structure alterations cause anorgasmia
According to some authors, the innervation of the cervix would determine its tactile
sensitivity, which participates in the onset of
orgasm. Clinical experience shows that the
sensitivity of the cervix is reduced, as evidenced, for example, by performing surgeries
such as electrocauterization of the cervix without local anesthesia.
In this case, in addition, due to the existing
malformation, part of the muscular structure
of the cervix no longer existed, by transforming this area into a thin cystic sheet, the
territory having no tactile receptors to participate in determining the sensation of orgasm.
So, the supposed orgasm that would have
been caused by the touch of the cervical mucosa by the penis, as the only entity of orgasm, cannot exist for this reason either. In
fact, the determinism of ejaculation and of
orgasm in women, as well as in men, is represented by a complex process of factors
(Treaty of Clinical Sexology).

In this case, the orgasm could not occur
due to the existence of vulvo-vaginal pathology, respectively of the neck and uterine isthmus, in which the intense dyspareunia imposed the avoidance of sexual intercourse.
As there was no erotic state towards the
sexual partner, due to the local painful symptoms, lacking pleasure, determined at each
sexual intercourse, the orgasm could not appear, nor could the patient detension and relax, thus maintaining a state of neuro-psychic
tension that required medical control and hospitalization.
Anorgasmia secondary to painful vaginal
intercourse with a heterosexual partner was
total and selective, due to the complex pathology at the utero-vaginal level.
The very absence of turgor of the vulvovaginal structures causes frigidity.

The erectile dysfunction
If in male the erection is essential to perform the copulatory act, in female the lack of
erection does not prevent the performance of
sexual intercourse.
However, the lack of an erection in women no longer determines:
- General changes (of pulse, of blood pressure, facial hyperemia, hyperventilation,
sweating)
- Hyperemia of the nipple, vulva and vagina
- Elongation of the vagina and axial retraction of the uterus.
The decrease in estrogens generates the
lack of copulins, that have an important role
in male sexual arousal.
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All the above-mentioned are causes of
dyspareunia, frigidity, neurosis, lack of neuro-psychic balance, a context in which a woman, as in the case of the patient presented,
no longer agrees the the sexual intercourse,
and the anerection due to local pathology is
total.

The copulation dysfunction
The patient also developed the phenomenon of vaginismus which was of the primary
type, due to the impossibility of performing
normal sexual intercourse, and plurietiological due to vestibulodynia, a rigid hymenal
ring, the existence of the two vaginal penetration routes (double vagina through longitudinal septum), of painful vulvo-vaginal
hyperesthesia.
All of these factors caused involuntary
reflex contraction of the vulvo-perineal muscles when the penis approached the vulva or
the vaginal introit, as well as of the adductor
muscles of the thigh and of the abdominal
wall, muscle hypertension that made difficult
the penis intromission in order to copulate.
Thus, just a simple vulvo-vaginal and clitoris touch caused local pain reflexively.
The internal female genitalia develop within the complex embryogenetic process of
the urogenital tract, from the same germinal layer. In the present case, the incomplete
longitudinal vaginal septum appeared due to
the lack of fusion of the Müller paramezonephrotic ducts, causing dyspareunia and vaginismus, the malformation determining severe
disturbances of patient’s sexual life. The left
side of the cervical wall and of the uterine
isthmus were transformed into a paravaginal
cyst.

In the organogenesis of the female genital
tract, the Wolff mesonephrotic ducts regress
and disappear, and only the two Müller ducts
develop, which normally attach and disappear due to the resorption of the medial septum, forming the uterine cavity.
Structural abnormalities of the female genital tract are the consequence of fusion defects (total or partial) of the paramezonephrotic ducts, by complete or segmental atresia of
the terminal portion of one or both Müllerian
ducts or as defects of resorption of the common wall of these ducts (Lucia Bareliuc, Natalia Neagu).
The left wall of the cervix and of the uterine isthmus is normally muscular, but in the
presented case it has become membranous,
within the paravaginal cyst.
In this situation, the left wall of the cervix and uterine isthmus is practically missing
because the Müller ducts did not join in this
portion, remaining spaced and developing in
isolation from each other, thus explaining the
appearance of this malformation of the left
side of the cervix and of the uterine isthmus,
the named segment being transformed into a
paravaginal cyst.

Conclusions
The morphological abnormalities of the
female genital tract are the consequence of
fusion defects of the Müller paramezonephrotic ducts, during organogenesis, resulting in the appearance of congenital vaginal
or uterine malformations.
In the case studied, genital dysmorphism
was identified by the presence of an area of
cystic dystrophy of the muscular structure
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on the left side of the isthmus and cervix
uteri, accompanied by the coexistence of
an incomplete longitudinal vaginal septum,
the morphological disorder occurring in the
embryonic stage, but with repercussions in
the period of adult life, on the sexual activity of the patient.
Surgical resection of the paravaginal
cyst and reconstruction of the uterine cervico-isthmic portion and the vaginal cavity,
respectively, allowed the disappearance of
the sexual dysfunctions complex and of infertility, with the patient acquiring normal
genital function, including the occurence of
two pregnancies.
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