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Obstructive lesions of the genital tract 
leading to accumulation of the menstrual 
blood may be congenital or acquired. 
Haematocolpos is not infrequently seen 
in the; gynaecological outpatient depart­
ment whereas haematometra and haema­
tocollis are very rare. In the entire lite­
rature we have come across only two 
cases of haematocollis citql by J effcoate. 
On account of the extreme rarity of the 
condition the following case is being pre­
sented. 

Case History: 
Patient aged 29 years was admitted on 

26-4-69 with a history of pain in the lower 
abdomen and amenorrhoea for the last 
four months. She gave history of some local 
vaginal treatment administered by a mid­
wife 5 months ago as the patient had a 
history of sterility of 7 years' duration. 
There were no urinary or rectal symptoms. 

Menstrual history-Menarche at the age 
of 12 years, periods were regular 4/28 till 
4 months ago. 

Examination-well nourished young 
woman, pulse 80/minute, B.P. 120/ 80 mm. 
of Hg. Systemic examination revealed no 
abnormality. 

Abdominal examination - There was a 
mass arising from the pelvis, size of 14 
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weeks of pregnancy, with restricted mobi­
lity. 

Per vaginam - The vagina was of nor­
mal depth and there was a big, soft, cystic 
swelling, size of 3! x 3l inches at the vagi­
nal vault in the place of the normal cervix, 
but no external os could be palpated. Ute· 
rus was normal in size and firm in consis­
tency, felt sitting at the top of the soft 
mass. 

Per speculum - Vaginal walls normal. 
No abnormality detected. A rounded, 
smooth mass with a small bluish area in 
the centre visualized at the vaginal vault. 

Provisional diagnosis-Haematocollis. 

Investigations 
Hb. 9.5 gm.%, WBC 9200/cu., poly., 

61 %, lympho 35%, eosinophil 3%·, mono­
cytes 1%, Urine I Sugar I 

~ Alb. ~ N.A.D. 
L Micros. J 

Blood urea, 25mg.% 
Plain X-ray abdomen and I.V.P.-N.A.D. 
Vaginal and urethral smear-N.A.D. 

Operation: 
Vaginal examination under anaesthesia 

was carried out and the above findings 
were confirmed. An aspiration needle was 
inserted through the discoloured area and 
thick old dark blood was aspirated. The 
same opening was enlarged with the sinus 
forceps. A kidney tray full of old blood 
was drained. Sound passed, went in for 
a length of 6k". Though attempt was made, 
the internal os could not be located proper­
ly. Both lips of the cervix were caught 
with a sponge-holding forceps and the an­
terior lip of the cervix was outlined by 

.. 
.: 



r 

104 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

making a circular incision at the junction 
of the vagina with the cervix. The blad­
der was reflected upwards and then ante­
rior and posterior flaps inverted by ante­
rior and posterior Sturmdorff sutures con­
stituting the new external os. Two lateral 
haemostatic sutures were applied at 3 and 
9 O'clock positions. The sound could now 
be easily passed into the uterine cavity for 
4!". 

Post-operative period was uneventful. 
Repeat vaginal examination was carried 

out on 14-5-69. Cervix was well outlined, 
downwards, and backwards. Uterus an­
teverted normal in size, fornices were 
clear. Uterine sound was introduced. Total 
length of the uterus was 3" with cervical 
length 3/4". 

Histopathological report of the cervix­
Ch: cervicitis. 

Hysterosalpingogram done on 14th 
Sept. 1969 showed normal uterus and tubes 
with normal internal os. 

Comments 

Atresia of the cervix may be due to a 
congE!llital or an acquired lesion, the lat­
ter being ~ore common than the former. 
Obstruction may be at any level i.e. at 
the external os, in the canal or at the 
internal os. Cervical atresia usually 
leads to haematometra though the possi­
bility of haematocollis occurring is also 
there. Study of 100 cases of obstructed 
cervices by Melody in 1957 revealed that 
30 cases were congenital whilst 70 were 
duEl to acquired lesions. Congenital obs­
truction of the cervix was due to failure 
of non-canalisation of the fused Mullerian 
ducts. In acquired atresia it was either 
due to trauma, amputation, infection like 
gonococcal, tubercular, cauterisation, 
neoplasm or post irradiation. Masani 
(1967) collecte.,d 13 cases of cervical atre-

sia and in every case he found haemato­
metra. Atresia was due to congenital 
lesions in six and acquired factors in 7. 
None of his cases had a haematocollis 
Solomon's two cases of haematocervix are 
described by J effcoate. In both there was 
non-canalisation of the vagina with hae­
matocervix with a normal uterus. In 
these cases an artificial vagina was cons­
tructed and communication was estab­
lishql between the cervix and vagina by 
an abdominal operation. 

In our case haematocollis due to con­
genital factors was excluded because 
patient was having normal regular 
periods four months bEfore admission. 
There was no other history on repeatE!(i 
questioning. Probable cause of cervical 
atresia in our case could be some chemi­
cal irritant introduced by an untrained 
midwife for the treatmept of infertility. 
The irritant could have resulted in denu­
dation of cervical epithelium around the 
external os which later healed by fibrosis 
and was epithealised. It is probable that 
the trauma was superficial as seen by the 
enormous dilatation of the cervix and the 
integrity of the cervical canal. It is diffi­
cult to explain why a haematocollis and 
not a haematometra was the result of the 
obstruction. 
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