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Summary:
perience.

The Authors examine bollous cervico-vaginal pathology on the basis of their ex-

Morphological characteristics and histological features of the examined pathology is described.

It was meeting an unusual case of em-
physematous vaginitis that induced us to
examine a little-known pathology which
often presents difficult diagnoses to the
gynecologist.

On the basis of our experience and of
the most recent world literature we the-
refore faced a new chapter in cervical va-
ginal pathology which is little known and
has been relatively little studied.

These pimply cervical-vaginal lesions
represent an exceptional and infrequent
finding in respect of those which are found
at the level of the external genitals, which
is an area full of possible morbid mani-
festations of pimply character.

Blisters and pimples — the former smal-
ler than the latter (although one cannot
fix a precise limit of extent which allows
for differentiation) — are at the level of
the skin, in our case of the mucous,
usually filled with fluid (serum ,lymph,
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blood) or exceptionally — as we shall see
later — gas.

These elements may have intramucous
or submucous sites. For their genesis, li-
mited to the site under examination we
distinguish:

1) Intercellular edema blister (spongio-
sis). The edema, normally deriving from
the serum, separates the cells from one
another; the consequence of which is cel-
lular damage with consequent intracellu-
lar edema and sometimes reticular dege-
neration. The result of this formation of
micro-vescicles and their coalescence, is
blisters.

2) Intracellular edema blister. Some
viruses invade the epithelial cell causing
considerable swelling; these lose their in-
tercellular bridges with consequent acan-
tholysis (ballon like degeneration). The
cells thus separate from one another re-
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sulting in a single vescicolar cavity. An
accentuated intracellular edema may cause
the rupture of the walls themselves, thus
creating microvescicles, in a different way
(reticular degeneration).

Finally, regarding submucous blisters:

3) Gas blister. Exceptionally the pro-
duction of gas, induced by probably anae-
robic bacteria, can cause the formation of
more or less large cavities in the context
of the chorion mucous.

4) Lympbatic thrombosis blister. At ti-
mes germs or parasites infiltrated into the
chorion may cause thrombosis of the lym-
phatic vessels with subsequent formation
of vescicles and blisters.

Vescicular blistery lesions in vaginal or
cervical sites are met in:

a) Blistery cervico-vaginitis from con-
tacts or chemical agents.

b) Herpetes cervico-vaginitis

c) Emphysematous cervico-vaginitis

d) Cystic cervico-vaginitis.

a) BLISTERY CERVICO-VAGINITIS DUE
TO CONTACT OR CHEMICAL AGENTS

This is the aggravation of the edema-
tous and vescicular reaction caused by
contact with harmful agent on the vagi-
nal mucous made sensitive through these
substances. The objective examination
(blister on erythema) and above all the
anamnesis lead to correct diagnosis. In
our experience this blistery pathology in
a cervico-vaginal site is the most common
that doctors have to face.

Histologically a notable intercellular
(spongiosis) edema is seen. If reticular
degeneration is present the vescicles will
be separated by fine divisions with a for-
mation of multi-blister cavities. Few eosi-
nophile, neutrophile lymphocites and cel-
lular residues are found inside the cavity;
all around lymphocites and migrant neu-
trophiles are noticeable. The uper cho-
rion shows vasal dilation, edema and a
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prevalently perivascular infiltration con-
sisting of eosinophile and neuthrophile
lymphocites.

Treatment consist essentially in the
identification and removal of the causal
agent (almost always a pharmaceutical
element for local use), and eventual treat-
ment of symptoms.

b) HERPETIC CERVICO-VAGINITIS

Herpetic cervico-vaginitis is produced
by one of the Herpex simplex viruses of
type II; these are spherical particles of
175 v diameter which under electron mi-
croscope have a discoid appearance due to
central changes.

The localisation of the virus (a DNA
virus) at the portio and in the vagina
{essentially lateral and posterior fornices)
is very rare; it is almost always due to
and propagated by the upward movement
of the much more frequent herpes proge-
nitals which is sited in the vulva.

The mucous is initially hyperemic with
vasodilation, and shows superficial ede-
ma, specially in the basal stratum of the
epithelial surface. In some elements Zy-
schiitz intranuclear inclusions appear, with
successive cellular swelling and nuclear
fragmentation while the cytoplasma beca-
mes pale. The vescicle is therefore for-
med, first microscopically and then through
confluents of nearby vescicles, visible to
the naked eye. A small quantity of se-
rous fluid, exfoliated elements of the epi-
thelium and leucocyties are contained in
the vescicles.

The vescicles persist for some days,
then easily burst revealing an eroded
rounded bottom, surrounded by a slight
hyperemic halo (fig. A).

On inspection typical herpetic policystic
vescicles are noted; they are rarely iso-
lated and almost always appear in groups,
on the reddened and slighly infiltrated
mucous. Their volume is variable: from
hardly visible to the naked eye, to the
size of a grain of millet; the surface is



tight and smooth; the contents are limpid
and transparent. If more vescicles flow
together we find the rare blister herpes.
When it bursts, as already mentioned, it
reveals small round ulcerations surroun-
ded by hyperemic and infiltrated tissue,
with a sierous covered bottom. Someti-
mes such secretion becames secondarily
purulent because of the association with
a secondary infection. If there are no

The bollous cervico-vaginal pathology

Regarding treatment vaginal irrigation
with slightly antiseptic solutions is indi-
cated; all causes of local irritation must
be avoided and other centers of local in-
fection must be eliminated.

Attempts are actually being made by
treatment with interferon and other anti-
viral pharmaceuticals; the administration
of antihistamines, vitamin C and local ap-
plications of lysozyme are advantageous.

Fig. 1. — Histological picture of emphisematous vaginitis. The wall of the gap. It is covered by
histiocytary type elements, while the surrounding chorion includes some inflammatory cells.

EE. x 300.

complications the ulcer heals in 8-10 days
without residual scars, leaving a small red
spot. Relapses frequently coincide with
the menstrual cycle and with physical de-
bility.

Diagnosis, easy because of the typical
characteristics of the vescicles, the form
of onset, the brief development of the
disease and the absence of outcome, must
always be suspected in a patient who only
complains of sierous leucorrhea, someti-
mes streaked with blood.

¢) EMPHISEMATOUS CERVICO-VAGINITIS

Emphisematous cervico-vaginitis is a
rare lesion of which about 200 cases have
been described in literature. It was re-
ported for the first time by Hugnier in
1847 and is also known under the name
of emphisema of the vagina and, because
of its rarity, became confused with the
more frequently encountered cystic vagi-
nitis, from which it differs essentially be-
cause of its blister content: gassy in the
first, sierous in the second.
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It is observed above all in women with
cardiovascular or pulmonary disease, or in
pregnancy or in association with trichomo-
niasis. On vaginal inspection it is cha-
racterised by the presence of multiple pro-
trusions of blistery appearance on the
exocervical and of the upper third of the
vagina. These blistery formations are blue
gray in colour even silvery coloured, since
the epithelium that covers them is as thin
as the blisters are large. Generally small,
they may vary from a pinhead to a cherry
or more, may be isolated or collected in
groups. The salient fact is that these mo-
difications stop at the vaginal entrance
and do not extend to the vulva.

The rupture of these cysts gives rise to
the outflow of gas and causes ulceration.

Although generally asymptomatic and
spontaneously healing, emphisematous cer-
vico-vaginitis may produce embarassing
bursts at the rupture of the cystis and
above all may alarm the clinician because
of its showy, macroscopic and unusual ap-
pearance. Its etiopathogenesis is unk-
nown. The cysts are full of carbon dio-
xide which according to some are the
product of probably anaerobic bacteria not
yet isolated (according to some AA. the
Emphysematosus phlegmonosus bacillus)
which after having infiltrated into the
epithelium tunic reach a lymphatic gap in
which to develop and produce gas.

There have sometimes been identified
even fungal spores in the interior of the
cavity. Therefore the complete disappea-
rance of the lesion after fungicide therapy
has suggested to others a certain relation
with the infection by trichomonas. Such
a suggestion reinforced by the possibility,
shown in experimental animals, of pro-
ducing gas subcutaneously injecting sui-
table quantities of protozoa.

On histological examination (fig. C-1)
the blisters, whose fundamental characte-
ristic is that they are optically empty, ap-
pear surrounded by connective tissue and
by numerous gigantic polynucleate cells.
Around the skin infiltrated inflammatory
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cells are found, polymorphonucleate, neu-
trophil and eosinophil cells, monocytes,
hyperemic blood vessels and dilated lym-
phatic vessels. In some zones the epithe-
lium stratum appear moderately thickened
and paracheratosic.

No specific pharmaceuticals exist and
generally symptomatic therapy must be
undertaken, suitable for attacking leukor-
rhea; prognosis is favourable inasmuch as
cure is always spontaneous after the de-
livery.

The only case which came to our notice
was a pregnhant woman affected by thri-
comonas cervico-vaginitis, which cleared
up immediately and completely after de-
livery, without any treatment.

d) CYSTIC CERVICO-VAGINITIS (fig. B)

As emphisematosis favours the pregnant
condition, it is different from this on ac-
count of the contents of the blisters and
vescicles, which in this case is serous. Its
etiopathogenesis is unknown. Some Au-
thors consider that it is due to not clearly
identified parasites or germs which cause
a lymphatic thrombosis at corion level;
other AA. instead uphold a mechanical
etiology from a blow.

Contrary to our experience, that this
lesion is an occasional finding, many con-
sider it very frequent in pregnancy, and
almost exclusive to it; it disappears after
delivery without any treatment. It is
mostly localised in the upper third of the
vagina, specially posterior, and on the exo-
cervix, and is constituted of small blisters,
isolated or reunited in groups, of variable
sizes from a rice-grain to a pea.

It is quite frequently accompanied by
a thick and abundant leukorrhea. The
blisters, as already indicated, are localised
in the chorion and have a serous content
(probably trimethylamine); they are cove-
red by a distended mucous, thinned by
the strong tension of the fluid they con-
tain and may rupture during examination,
thus releasing the contents.



Fig. A. — Colposcopic pic-
ture of herpetic
colpitis.

Fig. B. — Colposcopic pic-
ture of cystic va-
ginitis.

Fig. C. — Histological pic-
ture of emphise-
matous vaginitis.
The large gaps
optically empty
are noticed. Eso-
cervical mucous.
EE. x 25.
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Histologically they present very varia-
ble pictures: in some cases flogistic chan-
ges predominate, thrombotic in others.

Treatment, considering that the lesion
disappears after the delivery, is purely
symptomatic.

It may be noticed that both lesions
(emphisematous and cystic cervico-vagini-
tis) could be two different aspects of the
some pathology. In some cases the throm-
botic reaction of the lymphatics would
prevail (with consequent formation of se-
rous blisters) and in others, more rarely,
the production of gas (with formation of
gaseous blisters).

BIBLIOGRAPHY

1) Ackerman A.B.:. Histologic Diagnosis of
Inflammatory Skin diseases. Lea and. Febi-
ger. Philadelphia, 1978.

54

2) Blaustein A.: Pathology of the female tract.
Springer-Verlag, 1977.

3) Caroti S., Giordano R.: Cervico-vaginite en-
fisematosa: considerazioni su di un caso cli-
nico. Atti LXI Congresso della Societd Ita-
liana di Ginecologia ed Ostetricia. Genova,
1982.

4) Gardner H.L., Fernet P.. Amer. ]. Obst.
Gyn., 88, 680, 1964.

5) Gompel C.: Aantomie pathologique gyné-
cologique et obstétricale. Arscia, 1963.

6) Hugnier P.C.: Mém. Soc. Chirurgie de Pa-
vis, 1, 241, 1847.

7) Lever W.F.: Istopatologia della pelle. Edi-
trice Internazionale «Arti e Scienze», Roma,
1970.

8) Lopez C.. ]. Immunol. and Immuno-farma-
col., 2, 158, 1982.

9) Nahmias A.]J., Roizman B.: N. Engl. ].
Med., 289, 781, 1973.

10) Nelson H.B.,, Burns D.R.: Amer. ]J. Obst.
Gyn., 87, 137, 1963.

11) Newton W.L., Reardon L. V., De Leva A.
M.: Am. ]. Trop. Med. Hyg., 9, 56, 1960.

12) Rowland R., Inman S.E.. ]. Obst. Gyn.
Brith. Cwlth., 75, 97, 1968.



